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ALZHEIMER’S DISEASE.* 
A CLINICOPATHOLOGIC StupY OF FIVE CASEs. 
By D. ROTHSCHILD, M. D., Foxsoroucu, Mass. 


In spite of numerous investigations, Alzheimer’s disease still 
presents many unsolved problems. Originally regarded as a new 
entity, it soon came to be considered a presenile disease that arose 
on the basis of early atypical senile changes. Within recent years, 
however, there has been a tendency to question the validity of this 
view. Grtnthal*! suggested that the disease might be independent 
of senility, but he looked on it as a definite entity with a uniform 
etiology. On the other hand, Malamud and Lowenberg ? were in- 
clined to believe that it was a clinicopathologic syndrome which 
could be caused by a variety of factors. They thought that in most 
cases the etiologic factor might have something in common with 
that operative in senility. 

Apart from this aspect of the problem, which has been discussed 
in a previous communication,* there is a lack of general agreement 
concerning other features of the disease. Thus certain authors 
speak of a striking family resemblance shown by all cases, whereas 
others emphasize the variability of the clinical picture. Most 
writers have stated that the pathologic process affects the cerebral 
cortex almost exclusively, yet a few have asserted that the sub- 
cortical ganglia are severely involved. As a matter of fact, our 
knowledge of the exact distribution of the histologic changes oc- 
curring in Alzheimer’s disease is still inadequate. Detailed clinico- 
pathologic studies have rarely been carried out except in isolated 
cases. Although Gritnthal' investigated 13 cases, clinical data 
were reported only briefly and many parts of the brain were not 
available for histologic examination. Schottky ‘* discussed the clini- 
cal features observed in 10 patients with Alzheimer’s disease, but 


* Read at the eighty-ninth annual meeting of The American Psychiatric 
Association, Boston, Mass., May 29-June 2, 1933. 
From the Foxborough State Hospital and the anatomic laboratory of 


the late Prof. A. Jakob, Staatskrankenanstalt, Friedricksberg, Hamburg, 
Germany. 
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the pathologic changes were not dealt with in his paper. Hence it 
would seem of interest to present the results of a detailed study of 
five cases and at the same time review the whole subject from a 
clinical as well as a pathologic standpoint. 


REVIEW OF THE LITERATURE. 


The first description of the disease discussed in this communi- 
cation was published by Alzheimer® in 1907. Five years later 
Fuller * was able to find 14 cases in the literature. Griinthal * stated 
in 1926 that there were not many more than 20 typicalcases reported. 
According to Krapf,’ who wrote in 1931, the literature contained 
49 anatomically verified cases. In general, however, the frequency 
of occurrence of Alzheimer’s disease has been underestimated. 
Previous to the date of Griinthal’s paper I found records of 53 
cases, the great majority of which undoubtedly belonged in the 
Alzheimer group. Over 90 cases have been described to the present 
time. The clinical and pathologic features of Alzheimer’s disease 
have been discussed in greatest detail by Runge * and Griinthal ® 
respectively. Krapf* has provided the most extensive bibliography, 
but he failed to mention articles by the following authors: Lua ?° 
(four cases); Lambert"! (five cases); Stief‘'* (three cases) ; 
Schuster ** (three cases) ; Frensdorf ‘* (one case) ; Tumbelaka * 
(one case); Urechia and Danetz*® (one case); Malamud and 
Lowenberg * (two cases); Henderson and MacLachlan* (two 
cases). More recently, papers have been presented by Lowenberg 
and Rothschild, Thorpe,*® Schob and Guntz,’® Fligel,?° Liebers,”* 
Schottky * and Moyano.** 

In an attempt to make a systematic analysis of the observations 
reported in the literature, a survey was undertaken of 53 cases in 
which adequate data were available. There were 31 female and 22 
male patients in this group. The average age of onset was 56.5 
years in the former and 56 years in the latter. The disease seldom 
occurred before the age of 40 or after the age of 65. The earliest 
onset on record was in a case described by Malamud and Lowen- 
berg ? in which the disorder could be traced to childhood. In two 
cases (Fischer,** Grinthal °) the disease began at the age of 70. 
The duration of the illness varied from 8 months to 20 years, with 
an average of 4.5 years in females and 6.5 in males. In the great 
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majority of instances the first symptom noted was impairment of 
memory. The onset was gradual, but mental deterioration was 
usually more rapid and more pronounced than in senile dementia. 
Prolonged periods of restlessness and confusion, often associated 
with states of marked anxiety, were observed in most cases at one 
stage or another of the disease. Forty-five patients showed a dis- 
order of speech. This generally manifested itself by paraphasia, 
perseveration and logoklonia. In some instances the disturbance 
of speech was classified as a transcortical sensory aphasia. Accord- 
ing to Runge,® apraxic symptoms were almost as common as aphasic 
ones, but I was able to find definite evidence of the former in 16 
cases only. Twelve patients exhibited epileptiform seizures and 
four syncopal attacks. Cortical blindness was noted in three cases 
( Simchowicz,** Perusini and Griinthal +). Stief ** and Grunthal * 
emphasized the frequency of occurrence of muscular hypertonicity. 
The recent observations of Schottky * showed that disturbances of 
the pupillary reflexes, facial paresis, sensory changes and pyramidal 
tract signs could occur in patients with Alzheimer’s disease. 
Although widespread histologic changes were constantly found 
in the cerebral cortex, the different cyto-architectural fields have 
apparently not been systematically examined in cases of Alzheimer’s 
disease. The most detailed studies were made by Perusini,”° 
Alzheimer,':?* Lua,?® Frey,” Fischer ** and Grinthal.1 The great 
majority of cases showed nonspecific lesions of the nerve cells, 
cell losses, senile plaques and neurofibril alterations of the Alzheimer 
type. In three cases ( Alzheimer,” Fuller and Klopp ** and Lowen- 
berg and Rothschild *) neurofibril changes were lacking. Schnitz- 
ler,?° Lafora *° and Weimann ** reported cases in which plaques 
failed to occur, but as Griinthal * pointed out, they were too atypical 
to be included in the Alzheimer group. As a rule the disturbances 
predominated in the temporal and parietal lobes. In a considerable 
number of cases the cornu ammonis exhibited the most pronounced 
alterations. Less frequently the frontal lobe was the seat of maxi- 
mum damage. Perusini ** stressed the diffuse nature of the changes. 
In Grinthal’s ®° experience the involvement was usually more marked 
in the posterior half of the cerebrum than elsewhere. The third 
cortical layer generally presented the severest disturbances. The 
corpus striatum showed plaques in 17 cases and neurofibril lesions 
in eight, yet few observers considered such changes an important 
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feature of the pathologic picture. The other parts of the brain 
were rarely affected by the Alzheimer disease process. 

Arteriosclerosis of the basal vessels was found in almost half of 
the cases, but the alterations were usually not severe. However, 
Liebers *! recently published a case showing marked arteriosclerosis 
of the cerebral vessels with numerous infarcts and scars in the 
brain. Moderate fibrosis of the small vessels, hyaline-like vascular 
changes, neuroglial proliferation and increased deposits of fat 
were frequently noted. Studies of the myelin sheaths have rarely 
been made. The most detailed investigation was carried out by 
Griinthal.! He observed a diffuse loss of supraradiary, interradiary, 
radiary and tangential fibers which was most pronounced in the 
areas Otherwise presenting the severest damage. 


METHODs. 


In all cases the left half of the brain was fixed in alcohol. 
The other half was placed in formalin, with the excepticn of small 
pieces of tissue which were put in the special fixative recommended 
for the Hortega stain. The cortical architecture was studied in 
material from the left cerebral hemisphere embedded in celloidin. 
The senile plaques and neurofibril lesions were investigated in 
frozen sections obtained from the right half of the brain.* The 
work of von Economo and Koskinas ** served as a basis for studying 
the cyto-architecture and their terminology was adopted whenever 
the ordinary topographical terms failed to define particular areas 
under discussion. A large number of sections were taken from 
blocks which included all the principal fields described by these 
authors, but serial sections were not cut. Two cases that failed to 
show pathologic changes in the brain were used as controls. One 
was that of a young man who received an injury to the chest result- 
ing in sudden death ; the other was that of a woman, aged 55, with 
manic-depressive psychosis, manic type, who died of lobar pneu- 
monia after an illness lasting six days. In addition, material 


* With this procedure it was not possible to use the same staining methods 
for examining corresponding parts of the two cerebral hemispheres. It may 
be pointed out, however, that Griinthal ® has recently confirmed the generally 
accepted belief that the pathologic changes in Alzheimer’s disease are dis- 
tributed in a symmetrical manner on both sides of the brain. 
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obtained from 13 patients with senile dementia who were over 80 
years of age was also used for purposes of comparison. 

In all cases Nissl stains, van Gieson’s method, Klarfeld’s modi- 
fication of the tannin silver stain, Sudan III, Cajal’s gold sublimate 
method and the Bielschowsky stain were employed. The Hortega 
silver carbonate method was used in cases I, 2 and 3 and the Dieterle 
and Neumann modification ** of Hortega’s method in cases 3, 4 and 


5. In order to convey an approximate idea of the frequency of 
occurrence of senile plaques, the number per low power field was 
counted (Zeiss obj., 2 mm. ap.; ocul., 10x). This was done in 
sections stained according to the Bielschowsky method in cases 1 
and 2, and according to the Dieterle- Neumann method in the other 
cases. In all instances, however, Bielschowsky preparations were 
also made and the results were compared. Other stains used in some 
cases were: the Turnbull blue method for iron, Victoria blue, and 
eosin and hematoxylin. 


REPORT OF CASES. 


Case 1. History—R.W., a white man, aged 58, was admitted to the 
Friedrichsberg State Hospital on March 14, 1921. There was nothing of 
significance in the family history. Many years ago the patient fell a dis- 
tance of 30 feet. No information could be obtained regarding injuries sus- 
tained at that time, but permanent disability did not occur. The patient was 
alcoholic. He began to show mental symptoms a year previous to the date 
of admission. He became forgetful and inefficient, and was soon unable to 
continue his work as a street car conductor. Within the next few months 
his memory showed rapidly increasing impairment. Shortly before admis- 
sion he became apathetic and seemed unable to perform ordinary tasks. 

Examination—The patient was well developed and nourished. The left 
pupil was larger than the right. Both reacted fairly promptly but through a 
rather short range to light and in accommodation. There was slight left 
facial weakness. The patient staggered when walking with the eyes closed, 
but Romberg’s sign was not present. He appeared deeply demented. He was 
disoriented and his memory was very defective. His speech was incoherent 
and at times he did not seem to understand what was said to him. He was 
somewhat euphoric. 

Course—During the next few months impairment of memory became more 
marked. The patient began to show perseveration of speech and he seemed 
to have difficulty in finding the proper words to express himself. In August, 
1921, it was noted that he stammered and spoke in a hesitating manner. 
His gait was unsteady. He was discharged from the hospital on December 31, 
1921, and was re-admitted on January 11, 1923. The patient’s speech was 
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incoherent and his responses to questions were irrelevant. On attempting to 
repeat test phrases, he frequently omitted, repeated or misplaced syllables. 
Occasionally he showed logoklonia. In February, 1923, he became somewhat 
restless and extremely confused, remaining in this condition for several 
months. Early in 1924 logoklonia became very marked. Compulsive laughter 
was occasionally observed. Slight muscular rigidity was noted in April, 1924. 
During the next few months the patient frequently repeated the same syllable 
or sound for hours at a time. He became untidy in his habits and gradually 
grew weaker and more helpless. Marasmus developed and death occurred 
on November 17, 1925. 

Gross Pathologic Changes—The aorta and coronary arteries showed 
sclerotic changes. The brain weighed 1200 gm. The pia-arachnoid was 
thickened. On the inferior surface of the left frontal pole there was an old 
superficial softening that extended posteriorly for about an inch. Apparently 
it did not involve the white matter. A similar lesion was observed on the 
inferior surface of the left temporal pole. There was a cyst about the size 
of a pea in the middle portion of the third left temporal convolution. The 
cerebral cortex appeared atrophied. The lateral ventricles were dilated. The 
ependyma on the floor of the fourth ventricle exhibited slight granulations. 
The basal vessels were delicate. 

Microscopic Examination—There was moderate fibrosis of the pia-arach- 
noid. Toluidine blue stains revealed a diffuse loss of nerve cells almost 
everywhere in the cerebral cortex. Although certain parts were much more 
affected than others, such regions did not correspond closely to the dif- 
ferent architectural fields. It was not uncommon to find considerable varia- 
tions in closely adjacent sections. In the severely damaged areas the cortex 
was narrow, the position of the neurones was frequently distorted, the decrease 
of nerve cells was apt to be uneven and the glial response was usually active. 
As a result, it was often difficult to distinguish the individual cortical layers. 

The severest alterations occurred in the pyramidal band of the cornu 
ammonis and the inferior parietal lobule. In the former the cell losses were 
extreme and many of the remaining cells showed large vacuoles in their 
cytoplasm. Others were swollen, pale and homogeneous in appearance, with 
the nucleus pushed to one side or not visible at all. Most of the nerve cells 
of the inferior parietal lobule had disappeared from the upper half of the 
cortex, only the large pyramidal cells in the lower part of the third lamina 
being relatively well preserved. Owing to intense neuroglial proliferation, 
this part of the gray matter looked like a broad granular layer (Fig. 1). 
The lower half of the cortex was not so severely disturbed. In the superior 
parietal lobule and precuneus the cell losses were a little less extreme, but 
it was not uncommon to find extensive involvement of all layers (Fig. 2). 
The changes were somewhat milder in the posterior portion of the parietal 
lobe and the temporo-parietal region. Throughout these areas pigmentary 
degeneration and chronic cell changes of Nissl were encountered with great 
frequency and vacuolated cells were not uncommon. In some places the 
small nerve cells were pale. 
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Considerable damage to the cortical architecture was observed in the 
temporal pole (area temporo-polaris) and insula. More moderate changes 
were observed in the frontal pole, the third temporal convolution, the gyrus 
fusiformis and the postcentral gyrus. As a rule, the third layer presented 
the most marked involvement. Occasionally the second and fifth layers were 
severely damaged. There was a superficial softening on the inferior surface 
of the left frontal pole which had destroyed all of the cortex except a small 
portion of the sixth layer. 

Somewhat milder disturbances were encountered in the remaining sections 
of the temporal lobe and the middle portion of the frontal lobe (correspond- 
ing approximately to the area frontalis granularis). The area frontalis 
agranularis, the precentral gyrus and the occipital lobe showed only minimal 
changes. The hippocampus, uncus and gyrus cinguli presented alterations 
which were similar to those found in the adjacent cortical convolutions. 

There was a diffuse proliferation of the astrocytes and microglia cells. 
This was as a rule directly proportional to the degree of architectural 
damage. With the Cajal stain the glia reticulum appeared thickened. Clas- 
matodendrosis was not uncommon. Most of the microglia cells were irregular 
in shape, but rodshaped forms were fairly common. 

With Sudan III stains large quantities of fat were found in many of the 
nerve cells. The cells of the cornu ammonis and parietal lobe contained the 
greatest accumulations. Small amounts of lipoid were observed in the astro- 
cytes and the vessel walls. 

A considerable number of the pial and cortical arterioles were altered. 
The vessel walls stood out prominently, presenting a somewhat homogeneous 
hyaline-like appearance (Fig. 3). They were not highly refractile and with 
the van Gieson stain they did not assume the bright color usually observed 
in vessels showing hyaline degeneration. There was thickening of the 
adventitia, atrophy or swelling of the media and atrophy of the elastica. 
These lesions were encountered with greatest frequency in the occipital lobe 
and the posterior part of the frontal lobe. Typical hyaline changes were 
found in a few arterioles. Many of the endothelial cells of the cortical 
capillaries were very pale. Others were pyknotic. Endothelial proliferation 
with moderate adventitial thickening was occasionally observed in the smaller 
cortical and subcortical vessels. Isolated compound granular corpuscles were 
found in the perivascular spaces. 

The Purkinje cells of the cerebellum were greatly reduced in number, many 
convolutions containing only two or three and others none at all (Fig. 4). 
Most of the remaining Purkinje cells were shrunken and dark in color. The 
granular layer was rarefied in some places. The changes were most marked 
near the periphery of the cerebellum. The glial response was not very active. 
Moderate cell losses were observed in the dentate nucleus. Many of the 
cells here showed chromatolysis and large lipoid accumulations. The large 
cells of the putamen and caudate nucleus and the nerve cells of the globus 
pallidus and thalamus contained increased amounts of lipoid. 

With the Bielschowsky stain many senile plaques were found in all parts 
of the cerebral cortex. They were most abundant in the areas showing the 
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severest cellular damage, but their distribution was more uniform than that 
of the architectural changes. They occurred with greatest frequency in the 
parietal lobe, the average being 35 per low power field. Almost as many 
were encountered in the cornu ammonis. They were less abundant in the 
temporal and occipital lobes, the postcentral gyrus and the anterior por- 
tion of the frontal lobe, which showed approximately the same degree of 
involvement. The smallest number of plaques occurred in the precentral 
gyrus. Here an average of 12 per low power field was counted. Although 
present in all layers, they usually predominated in the third layer. As a 
rule almost as many were found in the second lamina. They were generally 
more numerous at or near the bottom of the sulci than elsewhere. Isolated 
plaques were not uncommon in the subcortical white matter. A few were 
observed in the putamen, the globus pallidus and the cerebellum. 

The senile plaques exhibited the usual variations in form, which are too 
well known to require description here. With the Hortega stain microglia 
cells could often be seen at the edge of the plaques, or partially within them. 
Frequently one or more of these cells had reached the center. Such cells 
then underwent degenerative changes, losing their processes and appearing 
as dark amorphous masses which apparently formed the so-called nucleus 
of the plaque. Astrocytes were located near the periphery of these lesions 
but not within them. Sections stained with toluidine blue showed a small 
number of plaques. 

In all sections of the cerebral cortex many of the nerve cells showed 
neurofibril lesions of the Alzheimer type. They were not observed else- 
where. Basket forms and thickly clumped masses of fibrils about the periphery 
of the cells were the commonest types of change noted. Most of the nerve 
cells of the cornu ammonis were affected. The lesions were almost as abun- 
dant in the parietal lobe, but were distinctly less frequent in the temporal 
and frontal lobes. The precentral gyrus showed the least involvement, yet 
even here neurofibril changes were by no means rare. As a rule the altera- 
tions predominated in the upper half of the cortex. They occurred mainly 
in the small and medium sized pyramidal cells. In the cornu ammonis, how- 
ever, the large nerve cells were highly vulnerable to the Alzheimer type of 
degeneration. 


Comment.—The unusual features of this case were: (1) the 
occurrence of cerebellar signs with marked histologic changes 
in the cerebellum (Fig. 4), and (2) the presence of superficial 
cerebral softenings apparently traceable to an accident that took 
place many years prior to the onset of the mental illness. In other 
respects the case could well serve as a textbook picture of Alz- 
heimer’s disease. Clinically, the rapidly progressive deterioration 
leading to profound dementia, the disorder of speech and the pro- 
longed periods of restlessness should be stressed. Histologically, 
the chief changes were cell alterations of a nonspecific nature, senile 
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plaques and neurofibril lesions. In addition, hyaline-like vascular 
lesions were observed (Fig. 3). The involvement was widespread, 
though greatly accentuated in certain regions (Figs. 1 and 2). These 
features will be discussed in detail later. It is interesting to note 
that general somatic changes of the type commonly associated with 
senility were lacking in this case. 


CasE 2. History —M. L., a white man, aged 55, a street cleaner, was 
admitted to the Friedrichsberg State Hospital on June 19, 1924. The patient 
was married and had two children. In 19i2 a kidney operation was per- 
formed, following which he had an apoplectiform attack with transient 
paralysis and disturbance of speech. He began to show mental symptoms 
two years prior to admission. The first symptom noted was forgetfulness. 
This increased very gradually during the next few months, but following a 
mild attack of influenza the mental condition of the patient rapidly became 
worse. He became dull and apathetic and was unable to continue his work. 
He was underactive and paid practically no attention to questions. Shortly 
before admission be began to have fits of weeping and attacks of dyspneea. 

Examination.—The general physical condition of the patient was good. 
The blood pressure was 160 systolic and 100 diastolic. The neurologic exami- 
nation showed nothing abnormal. The patient was completely disoriented 
and his memory was markedly impaired. Although he had difficulty in com- 
prehending what was said to him, he was able to carry out simple orders 
correctly but slowly. There was little spontaneous activity. He spoke in 
a hesitant manner. As a rule he was apathetic and his expression was blank. 
Jecasionally he appeared slightly depressed. 

Course—The patient remained in an underactive condition for several 
months. He did not speak spontaneously and he usually failed to respond to 
questions. When he did reply, his answers were slow and hesitating. In 
December, 1924, he became restless and confused. He wept and screamed 
a great deal. Occasionally he laughed and sang. During the next two months 
restlessness was very marked, particularly at night. In March, 1925, it was 
noted that the patient often sang the same melody repeatedly in a monoto- 
nous manner. He mispronounced words and his articulation was indistinct. 
During June, 1925, his behavior was changeable, periods of agitation alter- 
nating with apathy. Muscular rigidity was observed in August, 1925. Two 
months later the right lower extremity exhibited flexion contracture. At this 
time there was marked marasmus. In November, 1925, fever developed and 
the patient became comatose. Death occurred on November 18, 1925. 

Gross Pathologic Changes.—There were signs of pneumonia in the lower 
lobe of the left lung. The arch of the aorta showed moderate sclerotic 
changes. There were a few sclerotic scars on the surface of the kidneys. 
The pelvis of the right kidney contained several stones. Both kidneys showed 
dilatation of the pelvis. The prostate was hypertrophied and the mucous 
membrane of the bladder exhibited inflammatory changes. The brain weighed 
1150 gm. The pia-arachnoid was thickened. The cerebral convolutions 
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appeared atrophied and the lateral ventricles were somewhat dilated. The 
basal vessels were delicate. 

Microscopic Examination.—The changes were similar in nature but more 
pronounced than those described in case 1. The most marked alterations 
occurred in the anterior part of the frontal lobe, exclusive of the pole, and 
the pyramidal band of the cornu ammonis. The former region corresponded 
approximately to the area frontalis granularis. Here the cell losses were 
extreme, particularly in the upper half of the cortex, and the architecture was 
severely disturbed (Fig. 5). The temporal lobe, with the exception of the 
pole, also showed pronounced involvement. The damage was greatest in the 
second temporal convolution. The parietal lobe, apart from the postcentral 
area, presented slightly less marked changes (Fig. 6). The temporal and 
frontal poles and Broca’s area showed more moderate involvement. Some- 
what milder disturbances were observed in the anterior half of the occipital 
lobe and the middle portion of the frontal lobe (corresponding approximately 
to the area frontalis intermedius and the anterior part of the area frontalis 
agranularis). In the gyrus cinguli the alterations were similar to those noted 
in the adjacent convolutions. Throughout these regions the changes usually 
predominated in the second and third layers. A small acellular area (Verdéd- 
ung) was observed in the cortex of the occipital lobe. 

Still milder alterations occurred in the postcentral gyrus, the insula, the 
hippocampal gyrus and that portion of the frontal lobe immediately anterior 
to the precentral gyrus. The precentral gyrus, the calcarine formation and 
the posterior half of the occipital lobe were fairly well preserved. 

The putamen and caudate nucleus showed marked changes. The involve- 
ment was greater in the former than in the latter. The large nerve cells 
were diminished in number. Most of them were pale and some contained 
large lipoid accumulations. The small cells exhibited less severe altera- 
tions. There was marked astrocytic proliferation and clasmatodendrosis was 
not uncommon (Fig. 7). A small acellular area (Verédung) was found in 
the putamen. The cells of the globus pallidus showed an increased amount 
of fat. Nothing of note was observed in celloidin sections obtained from 
other parts of the brain. 

The greatest number of senile plaques occurred in the parietal lobe, which 
showed an average of 80 per low power field. Apart from this, the plaques 
were most abundant in the regions exhibiting the severest damage to the 
architecture. Many were arranged in linear formation in the outer molecular 
zone of the gyrus dentatus, particularly in that portion facing the hippocampal 
fissure (Fig. 8). These plaques were unusual in appearance. In Bielschowsky 
preparations they appeared as highly refractile, black, amorphous masses. 
They stained distinctly in sections fixed in alcohol. With toluidine blue they 
were greenish blue in color and highly refractile (Fig. 8). When hematoxylin 
was used, they took on a blue-black tint. The precentral gyrus contained 
the smallest number of plaques, 14 being counted per low power field. A few 
occurred in the putamen, globus pallidus and cerebellum. The nucleus 
amygdalz showed many plaques. 
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As a rule, neurofibril lesions occurred with greatest frequency in the 
regions showing the largest number of plaques. Thus they were most 
abundant in the parietal lobe. They were quite uncommon in the precentral 
gyrus and the occipital lobe. 


Comment.—lIn this case attention may be called to the following 
clinical features: the presence of the same mental changes that 
were stressed in case 1; the indications of cerebral involvement 
many years prior to the mental illness; the absence of general 
somatic changes of a senile nature ; the rapid increase in the severity 
of the symptoms following an attack of influenza, and the occur- 
rence of marked muscular rigidity in the later stages of the disease. 
The last mentioned point is of particular interest in view of the 
fact that the basal ganglia showed extensive alterations (Fig. 7). 
The histologic picture was similar to that described in the first 
case. A unique feature was the occurrence of calcified plaques in 
the gyrus dentatus (Fig. 8). 


Case 3. History—C. O., a white woman, aged 55, was admitted to the 
Foxborough State Hospital on November 10, 1927. The family history was 
of no significance. The patient was married and had two children. Her hus- 
band and children were healthy. About six years prior to admission she 
began to suffer from dysmenorrhea and menorrhagia. The first mental symp- 
toms occurred two years later. The patient became restless, forgetful and 
careless in her house work. In July, 1924, a diagnosis of carcinoma of 
the cervix was made. The patient was given treatment with radium on 
August 7, 1924. Her physical symptoms disappeared, but her mental con- 
dition became much worse. She wandered about the house aimlessly, mut- 
tering to herself. Her memory was distinctly impaired. She wept frequently 
and seemed to pay little or no attention to her environment. A year prior 
to admission she developed the idea that her son was dead. She was admitted 
to the Pondville Hospital, Norfolk, Mass., on September 14, 1927, owing to 
a recurrence of the cervical carcinoma. This condition cleared up following 
treatment with radium. Since the patient appeared very demented, she was 
committed to the Foxborough State Hospital. 

Examination—The patient was fairly well developed, but rather poorly 
nourished. The blood pressure was 135 systolic and 90 diastolic. The left 
pupil was slightly larger than the right. Apart from this, the neurologic 
examination revealed nothing abnormal. The patient was restless and con- 
fused, wandering aimlessly about the ward. She rarely spoke spontaneously. 
Her facial expression was blank and she appeared very apathetic. Her 
memory was markedly impaired and she seemed to have difficulty in com- 
prehending what was said to her. Although her attention was easily gained, 
it could not be held for more than a few moments. Her responses were 
very brief and usually somewhat irrelevant, but they frequently bore some 
relation to the questions asked of her. Clang associations occasionally 
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occurred, and sometimes incorrect pronouns or verbs of the wrong number 
were used. There was a tendency to perseveration. Some of these features 
are illustrated in the following extract from the mental examination. 

Q. What is the name of this place? A. “ Obst.” (This was the surname 
of the patient.) Q. What kind of a place is this? A. “ Oh, it’s a good place. 
Well, there is some places people like them and others don’t.” Q. What is 
the name of this place? A. “ His name is Albert.” (This was the name of 
her husband and son.) Q. Do you know who I am? A. “ No, I don’t know 
who I am.” Q. What year is it? A. “I couldn't tell you about the year of 
it.” Q. What month is it? A. “I don’t know what month.” Q. About what 
month is it? A. “ About Milford Street.” Q. How old are you? A. “ Twenty- 
five.’ Q. Are you married? A. “ Yes.” Q. How long ago? A. “Quite a 
good time.” Q. How long? A. “About 25 years.” Q. What was your 
husband’s name? A. “ Thomas.” (This was the name of her father.) Q. How 
old is he? A. “He is a good deal older than he is.” Q. What was your 
maiden name? A. “ It would be about 2s.” 

As a rule, the patient was able to name objects, but mistakes were 
sometimes made owing to perseveration. There was no evidence of apraxia. 
The patient wrote her name correctly, except for spelling the first letter of 
her first name with “M” instead of “C.” In attempts at reading only 
irrelevant responses were produced. The impression was obtained that such 
responses arose from lack of attention. 

Laboratory Observations——There was a trace of albumin and occasional 
hyaline casts in the urine. The blood showed: 5,008,000 red cells and 
7400 white cells per cubic millimeter; hemoglobin 86 per cent; blood sugar 
100 mgm. and non protein nitrogen 30 mgm. per 100 cubic centimeters. 
The Wassermann reaction of the blood and spinal fluid was negative. There 
were no cells in the spinal fluid. The colloidal gold curve was 0001100000. 
The distribution ratio of bromide between blood and cerebrospinal fluid 
was 3.23. 

Course—In April, 1928, a more marked tendency towards perseveration 
in naming objects was noted. The patient walked about the ward almost 
constantly. She had to be led to her meals, but when food was placed in 
front of her she began to eat. Occasionally there was incontinence of urine 
and feces. In October, 1928, it was observed that the patient sometimes mis- 
pronounced words and omitted syllables. There was no essential change in 
her mental condition during the rest of her stay in the hospital. On Octo- 
ber 20, 1930, she had several generalized convulsive seizures. In December, 
1930, she fell and sustained a fracture of the surgical neck of the right femur. 
She developed a slight fever and rapidly grew weaker. Muscular rigidity was 
noted at this time. Signs of bronchopneumonia were observed and the patient 
died on February 5, 1931. 

Gross Pathologic Changes——The fracture of the right femur was firmly 
united. There were signs of bronchopneumonia in both lungs. The coronary 
arteries and the aorta exhibited moderate sclerotic changes. The uterus 
appeared fibrotic, but there was no evidence of a tumor. The brain weighed 
1035 gm. The cerebral convolutions were atrophied. This was much more 
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Fic. 2 (Case 1).—Section from the superior parietal lobule show- 
ing paucity of nerve cells in all layers and disorganization of the 
architecture. The large nerve cells are pyknotic and many of the 
small neurcnes are pale. Toluidine blue stain. 
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Cajal’s gold sublimate stain. 


Increase of astrocytes in the putamen with clasmatodendrosis of 
Toluidine blue stain. 


some of the cells. 
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Fic. 8 (Case 2).—Calcified senile plaques arranged in linear formation in the gyrus dentatus. 
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Fic. 9 (Case 3).—Section from the frontal pole showing many senile plaques 
and numerous neurofibril lesions of the Alzheimer type. Dieterle-Neumann t 
modification of the Hortega stain. 
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Fic. 10 (Case 3).—Section from the putamen showing many senile plaques. 
Dieterle-Neumann modification of the Hortega stain. 
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pronounced in the frontal lobes than elsewhere. The lateral ventricles were 
dilated. The basal vessels showed a few small yellowish patches. 

Microscopic Examination—Thionin stains revealed changes which were 
similar in their general features to those described in case 1. The common- 
est type of cell alteration was a condition characterized by paleness and 
chromatolysis. The most marked damage occurred in the region of the 
frontal pole. The changes were particularly severe in the second and third 
layers. Several small acellular areas were observed. On proceeding posteri- 
orly from the frontal pole, the disturbances gradually diminished in intensity. 
In the precentral gyrus the involvement was as a rule slight. 

The parietal lobe also showed severe changes. The temporal lobe exhibited 
less pronounced damage than the parietal lobe. The third temporal convolu- 
tion and the gyrus fusiformis presented the greatest disturbances. Some- 
what milder alterations were observed in the insula. Throughout these 
regions the changes usually predominated in the third layer. The calcarine 
formation and most other parts of the occipital lobe were only slightly 
affected. Anteriorly, however, the damage was equal in intensity to that 
noted in the posterior portions of the parietal and temporal lobes. The hip- 
pocampal gyrus and the uncus showed approximately the same degree of 
involvement as the adjacent temporal convolutions. More marked changes 
were found in the cornu ammonis, though the resistant portion of the 
pyramidal formation and the gyrus dentatus were fairly well preserved. 

The astrocytes and microglia cells showed changes similar to those seen in 
the previous cases. With Sudan III stains, only moderate accumulations of 
lipoid were observed. The Turnbull blue reaction did not reveal any increase 
of iron. 

Hyaline-like vascular alterations were observed, but they were not as com- 
mon here as in cases 1 and 2. In addition, the small vessels of the cortex, 
and to a lesser extent those of the white matter, showed marked adventitial 
proliferation. This was sometimes accompanied by endothelial swelling and 
proliferation. These changes were most pronounced in the areas presenting 
the greatest cellular involvement. Two large arteries exhibited mild athero- 
sclerotic lesions. 

The putamen was severely damaged. The nerve cells were pale and 
shrunken. The small neurones were diminished in number and there was 
marked astrocytic proliferation. One small acellular area was observed. The 
caudate nucleus presented similar but somewhat milder alterations. Sections 
ef other parts of the brain stained with thionin did not show anything of 
note. 

Many senile plaques and neurofibril lesions were found in all parts of the 
cerebral cortex. There was a close correlation between the number of 
plaques and the degree of cellular involvement. The frontal pole (Fig. 9) 
showed an average of 111, the mid-parietal region 100, the parieto-occipital 
region 73 and the occipital pole 51 per low power field. In the temporal 
lobe the figures ranged from 62 to 85. The smallest number occurred in the 
precentral gyrus, the average here being 43 per low power field. The 
plaques showed the same general features that were described in cases 1 and 
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2. As a rule the third cortical lamina contained the greatest number, but 
almost as many were encountered in the fifth layer. In the uncus and hippo- 
campal gyrus the lesions predominated in the lower half of the cortex. They 
were arranged in linear formation in that portion of the outer molecular 
zone of the dentate gyrus directed towards the hippocampal fissure. Ring- 
like and linear perivascular plaques were occasionally observed. 

Many plaques were found in the putamen (Fig. 10), the caudate nucleus, 
the nucleus amygdalz and the claustrum. The thalamus, the corpus sub- 
thalamicum, the red nucleus, the gray matter about the third ventricle, and 
the cephalic end of the substantia nigra showed a more moderate number of 
these structures. A few were observed in the cerebellum and the central 
gray matter of the pons, particularly in the region of the locus ceruleus. 

The neurofibril alterations were most abundant in the areas showing the 
largest number of plaques but were less evenly distributed than the latter. 
The majority of the nerve cells of the frontal pole were involved (Fig. 9). 
The smallest number of lesions occurred in the precentral gyrus and occipital 
lobe, though even here they were by no means uncommon. Their distribu- 
tion through the various layers was similar to that of the plaques. Apart 
from the cerebral cortex, neurofibril changes occurred only in the gray matter 
about the third ventricle and the nucleus amygdale. 

Comment.—Clinically this case showed a number of noteworthy 
features. The mental illness began after a carcinoma of the cervix 
had developed. There was no parallelism between the progress of 
the two conditions, but the mental changes became much more 
pronounced following treatment with radium. Another unusual 
observation was that the disease seemed to come to a standstill 
during the later stages of the illness. A combination of marked lack 
of affect, lack of spontaneous speech and constant motor unrest 
occupied the foreground of the clinical picture, which resembled 
that described in certain cases of Pick’s lobar atrophy. Interestingly 
enough, the frontal lobes were so severely atrophied that the brain 
presented a macroscopic appearance suggestive of that disorder. 
However, this resemblance was only superficial, for changes typical 
of Alzheimer’s disease were found in all parts of the cerebral 
cortex as well as in the basal ganglia. 

Since the disorder of speech and the mental deterioration in 
general were less severe in this case than in the others, the dis- 
turbance could be studied under favorable circumstances. The 
patient showed a tendency to perseverate and to echo the words 
of questions. This suggested that the responses were closely and 
concretely bound to immediate stimuli. The other outstanding 
feature was the use of wrong words. It could be seen that these 
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incorrect utterances belonged to the same general category as the 
appropriate words. Thus the patient substituted her father’s name 
for that of her husband or her own name for that of the town in 
which the hospital was located. In accordance with Schilder’s ** 
conception, one may say that the faulty responses arose from 
general spheres of experience to which the correct words belonged. 
The significance of these features wili be discussed later. 


Case 4. History—M. S., a white woman, aged 65, was admitted to the 
Foxborough State Hospital on July 5, 1927. The family history was of no 
significance. The patient was described as industrious and cheerful. She 
had had 11 children, eight of whom were living and in good health. About 
one year previous to the date of admission, the patient became forgetful 
and seemed unable to finish sentences. These symptoms gradually grew 
more marked. She became very excitable and irritable and had frequent 
spells of screaming. She feared that people were trying to kill her grand- 
children. At times she seemed to have auditory and visual hallucinations. 
She grew careless in her habits, often putting her clothes on backward. Shortly 
before admission she became restless and sleepless. 

Examination.—The patient was fairly well developed and nourished. The 
skin of the face was wrinkled. The feet were somewhat cyanosed and slightly 
edematous. There was an umbilical hernia. The blood pressure was 155 
systolic and 9o diastolic. Owing to lack of cooperation the neurologic exami- 
nation was unsatisfactory, but gross abnormalities were not observed. The 
patient was restless and apprehensive. She wandered about the ward con- 
stantly, fumbling with her clothing. At times she appeared perplexed. Her 
attention was difficult to gain and could not be held for more than a few 
moments. Her memory was markedly impaired and she was completely dis- 
oriented. As a rule she was overtalkative. Her speech consisted of a mixture 
of Jewish, Russian and English words. The first few words of her responses 
to questions were usually relevant, but longer utterances were incoherent. 
There was a tendency for the same thought to recur constantly. Occasionally 
words or phrases were repeated several times. The patient had auditory and 
visual hallucinations, frequently holding conversations with her daughter, 
whom she thought was standing in a corner of the room. 

Laboratory Observations ——The urine showed a very faint trace of albumin. 
The Wassermann reaction of the blood and spinal fluid was negative. The 
spinal fluid contained one cell per cubic millimeter. The colloidal gold curve 
was normal. The distribution ratio of bromide between blood and cere- 
brospinal fluid was 3.17. 

Course—In August, 1927, there were periods when the patient became 
less active and more tractable. Examinations performed during these periods 
showed that her attention was more easily attracted by auditory than by 
visual stimuli. When asked to name objects, she always attempted to grasp 
them in her hands. She was unable to name a safety pin when it was held 
before her, but after grasping it she stated that it was “to hold up some- 
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thing with.” A dollar bill elicited no response until she was allowed to hold it. 
She then called it a “ piece of paper,” later adding the words “ paper money.” 
Similar responses were obtained with other objects. Apparently there was 
no gross defect of visual acuity. Detinite evidence of apraxia was observed. 
In December, 1927, the patient showed a tendency to sleep during the day 
and remain awake all night. During the next few months she was rest- 
less, apprehensive, confused and incoherent. Restlessness was particularly 
severe at night. There was incontinence of urine and feces. The patient 
gradually became weaker and was found dead in bed on the morning of 
January 30, 1929. 


“ 


Gross Pathologic Changes——There was a right inguinal hernia and an 
umbilical hernia. The heart muscle showed an increased amount of fibrous 
tissue. There was conjugate deviation of the eyes to the left and upward. 
The brain weighed 1040 gm. The cerebral convolutions were atrophied. This 
was most marked in the left parieto-occipital region. The lateral ventricles 
were dilated. The basal vessels were delicate. 

Microscopic Examination.—Thionin stains disclosed cell changes which 
were similar to those described in case 3. The occipital lobe and the posterior 
portions of the parietal and temporal lobes presented the severest altera- 
tions. Narrowing of the cortex was unusually pronounced and whole con- 
volutions were sometimes shrunken. The calcarine area was less involved 
than the other parts of the occipital lobe. The second layer, the upper part 
of the third layer and lamina IVc showed the severest damage. 

The anterior halves of the parietal and temporal lobe presented less marked 
involvement. The alterations were severer in the latter than in the former. 
Only slight changes were found in the postcentral gyrus. The hippocampal 
gyrus and the uncus showed approximately the same degree of damage as 
the adjacent temporal convolutions, but in the pyramidal band of the cornu 
ammonis the changes were much more pronounced. In the precentral gyrus 
and insula there was a slight but diffuse loss of nerve cells. The frontal lobe 
anterior to the precentral convolution presented a more variable picture. 
Although the cortex was practically normal in appearance in many places, 
small areas of severe involvement were occasionally encountered. These areas 
bore no definite relation to the different architectural fields. 

The astrocytes, microglia and blood vessels showed the same alterations 
that were noted in cases 1 and 2. Hyaline-like vascular lesions were very 
abundant in the choroid plexus. They were found with considerable fre- 
quency in the pia covering the occipital lobe and the posterior portions of 
the parietal and temporal lobes, but were not common elsewhere. Mild 
atherosclerotic changes occurred in several of the large vessels. Stains for 
fat and iron revealed features similar to those observed in case 3. 


The large neurones of the putamen and caudate nucleus were pale and 
there was moderate astrocytic proliferation. The nucleus amygdale showed 
more marked involvement. The nerve cells of the thalamus were pale and 
contained considerable quantities of lipoid. Similar but milder alterations 
were found in the other subcortical ganglia, the pons and the medulla. 
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Silver stains disclosed many plaques and neurofibril lesions in all parts 
of the cerebral cortex. The calcarine formation showed an average of 
49 plaques per low power field. In the other portions of the occipital lobe 
the average ranged from 56 to 73, the highest figures being obtained 
anteriorly. The average was 90 in the posterior parts of the temporal and 
parietal lobes and 60 in the anterior halves of these lobes. The insula and 
precentral gyrus showed 41, the remaining sections of the frontal lobe from 
44 to 53 and the hippocampal gyrus, uncus and cornu ammonis 24 per low 
power field. In the calcarine area lamina IVc contained the greatest number 
of plaques and lamina IVb the least. The lesions were also abundant in 
the first, fifth and sixth layers. In the other parts of the cerebral cortex 
they were distributed in a manner similar to that observed in case 3. 

The caudate nucleus, the putamen and the nucleus amygdale showed many 
plaques. The greatest number counted in a low power field was 30. The 
thalamus, the claustrum, the gray matter surrounding the third ventricle 
and the cerebellum exhibited a smaller number of these lesions. Sections 
through the medulla at the level of the caudal portion of the inferior olive 
revealed several plaques in the formatio reticularis grisea. 

The neurofibril lesions showed the same general features that were ob- 
served in case 3. They were most numerous in the uncus, the cornu ammonis 
and the posterior portion of the parietal and temporal lobes, but were only 
slightly less abundant in the occipital lobe. Neurofibril alterations were 
uncommon in the precentral gyrus, which exhibited the smallest number 


of lesions. 

Comment.—This case illustrates a severe type of Alzheimer’s 
disease with a late onset and rapid and stormy course. Owing to 
differences of language, the disorder of speech could not be 
adequately studied. Nevertheless, it could be seen that the dis- 
turbances showed some of the points brought out in the discussion 
of case 3. The histologic changes were not so marked as in case 3, 
but were more pronounced than in the first two cases. In view of 
the occurrence of visual agnosia and apraxia, it was noteworthy 
that the occipital lobes and the posterior portions of the parietal 
and temporal lobes showed the severest damage. As in some of the 
other cases, the basal ganglia and vegetative centers presented wide- 
spread alterations. This might explain certain unusual features 
such as inversion of the sleep mechanism and the sudden death of 
the patient that could not be accounted for by changes in the 
visceral organs. 


Case 5. History.—S. M. S., a white woman, aged 69, was admitted to 
the Foxborough State Hospital on July 11, 1929. The mother had developed 
a mental disease leading to a fatal termination, but no information could be 
obtained concerning the age of onset or duration of the disorder. It was 
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stated that the symptoms were similar to those developed by the patient. 
The husband of the patient died of “ heart disease” at the age of 75. There 
was one child, a son, aged 39, who was healthy. The patient was described 
as a good mixer and active in communal affairs, but inclined to worry. She 
began to show mental changes 25 years previous to the date of admission. 
She lost interest in her outside activities and stayed more and more at home. 
She was apathetic and her memory was impaired. Ten years prior to admis- 
sion, more outspoken oddities of behavior were observed. Her condition 
grew much worse three years ago. At that time her memory was very 
defective. She was unable to do any housework and had to be fed with a spoon. 
During the past three months she became restless and showed outspoken 
delusions and hallucinations. She thought that men were sticking needles 
into her granddaughter. She expressed the idea that she had given birth to 
several children recently. She did not understand or obey orders. She 
became untidy in her habits and was unable to dress herself. 

Examination.—The patient was poorly developed and poorly nourished. 
The skin was wrinkled and inelastic. The blood pressure was 170 systolic 
end 100 diastolic. The lower extremities showed varicose veins and slight 
edema. Owing to lack of cooperation detailed neurologic examination was 
impossible, but gross abnormalities were not observed. The patient was 
restless and apprehensive. When approached by anyone, she screamed and 
threw her arms about violently. She showed marked impairment of memory 
and was very confused. Her speech was incoherent. There was persevera- 
tion of words, syllables and senseless sounds. As a rule, the first few words 
of her replies to questions were relevant and coherent, but soon became 
disconnected. It could frequently be seen that parts of these rambling pro- 
ductions belonged in a general way to appropriate spheres of thought. Her 
pronunciation was indistinct and numerous unintelligible sounds were intro- 
duced into her longer utterances. She usually failed to name objects, but 
occasionally did so after uttering incoherent phrases, the content of which 
at times seemed related to the object in question. 

Laboratory Observations—The urine showed a very faint trace of albumin. 
The Wassermann reaction of the blood and spinal fluid was negative. There 
were no cells in the spinal fluid. The colloidal gold curve was 0001100000. 
The distribution ratio of bromide between blood and cerebrospinal fluid 
was 2.08. 

Course-——The patient soon became weaker physically and within a few 
weeks was completely bedridden. She showed some muscular rigidity. When 
undisturbed she seemed apathetic, but when approached by anyone she became 
irritable and apprehensive. Occasionally she picked at the bedclothes and 
pulled at her hair. There was incontinence of urine and feces. In April, 
1930, decubital ulcers developed. At that time the patient was very emaciated. 
Her temperature became elevated and she grew progressively weaker. Death 
occurred on April 28, 1930. 

Gross Pathologic Changes.—The right lung was edematous. The edges of 
the mitral valve were thickened and showed several soft wart-like projec- 
tions. The coronary arteries exhibited moderate sclerotic changes. There 
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were a few yellowish patches on the inner surface of the abdominal aorta. 
The spleen and liver contained several small grayish-yellow infarcts. The 
brain weighed 1040 gm. There was generalized atrophy of the cortical 
convolutions. The lateral ventricles were dilated. The basal vessels were 
delicate. 

Microscopic Examination—The changes observed in this case were simi- 
lar in their general features to those described in case 4. The greatest 
damage occurred in the superior parietal lobule and precuneus. In the inferior 
parietal lobule the alterations were a little less severe and were more irregu- 
larly distributed. The adjacent parts of the occipital lobe showed considerable 
involvement. Marked changes were also found in the area frontalis agranu- 
laris and the temporal lobe. The insula and the gyrus cinguli showed slightly 
less pronounced damage. Milder alterations were observed in the pre- 
central and postcentral convolutions and the anterior portions of the frontal 
lobe. The hippocampal gyrus exhibited approximately the same degree of 
involvement as the temporal convolutions. In the uncus and cornu ammonis, 
however, severer disturbances were encountered. The changes here were 
similar in nature and distribution to those noted in case 3. Apart from the 
anterior occipital region, only slight alterations were found in the occipital 
lobe. Nevertheless, a comparison with the control material showed that 
some of the nerve cells had disappeared. This occurred chiefly in the second 
and third layers. 

There was a fairly close correlation between the degree of cellular damage 
and the number of senile plaques and neurofibril lesions. The parietal lobe 
showed from 71 to 83 plaques per low power field and the frontal lobe 
anterior to the precentral gyrus from 50 to 74. The smallest number occurred 
in the precentral gyrus and the posterior half of the occipital lobe, which 
showed averages of 35 and 17 respectively. Plaques occurred with con- 
siderable frequency in the nucleus amygdalz, the putamen, the caudate nucleus 
and the thalamus. A few were observed in the corpus Luysii, the substantia 
nigra, the gray matter about the third ventricle, the central gray matter of 
the pons in the region of the locus ceruleus and the cerebellum. Many of 
the nerve cells of the nucleus amygdale and a small number of those of 
the corpus Luysii and gray matter about the third ventricle exhibited neuro- 
fibril changes. 


Comment.—In this case the duration of the illness was to my 
knowledge longer than that observed in any previously recorded 
example of Alzheimer’s disease. The disorder began at a compar- 
atively early age and progressed extremely slowly. When the 
patient was admitted to the hospital, however, the clinical picture 
was typical of an advanced case of Alzheimer’s disease. The dis- 
turbance of speech showed the same general features noted pre- 
viously, but was severer than that observed in cases 3 and 4. 
Instead of a repetition of sentences, phrases or words, there was 
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perseveration of syllables or senseless sounds. The impression was 
obtained that some of the unintelligible utterances owed their origin 
to dysarthric defects. The histologic changes were similar to those 
found in the foregoing cases. The involvement was approximately 
equal in severity to that noted in case 4. 


CLINICAL COMMENT. 


An analysis of the clinical observations discloses the fact that 
all patients showed profound intellectual deterioration, motor un- 
rest, affective changes and a disorder of speech. Intellectual im- 
pairment regularly occupied a prominent place in the clinical picture. 
The first symptom noted in all instances was forgetfulness. Marked 
dementia usually occurred within a comparatively short time. The 
type of deterioration is too well known to require discussion. Its 
chief features have been described by Stertz,*° Runge * and others. 
As regards affective changes, the commonest symptom was apathy 
early in the disease and protracted states of fear later. The motor 
"unrest generally took the form of prolonged periods of restlessness 
during which the patients wandered about aimlessly day and night 
in a greatly confused state. Herz and Fiinfgeld ** pointed out that 
the activity resembled that seen in an occupational delirium, though 
the movements were more primitive in nature. They used the 
expression “ iterative occupational unrest’ to describe this con- 
dition and considered it one of the most characteristic symptoms 
of Alzheimer’s disease. In the cases presented here, however, it 
was not always an early feature of the illness. 

The Disorder of Speech—tThe disorder of speech did not con- 
form to any of the classical types of aphasia. It was characterized 
chiefly by perseveration and paraphasia. In some instances there 
was also a tendency to mispronunciation of words that was probably 
due to dysarthric defects. As a rule the perseveration first revealed 
itself as a tendency for the same thoughts to recur frequently. Later 
it took the form of a repetition of phrases or words. Finally, in the 
severest cases syllables or meaningless sounds were continually 
repeated. Analysis of the paraphasia during the earliest stages of 
the disorder indicated that this condition consisted in the replace- 
ment of the proper words by material which, though incorrect, 
belonged to the same general category as the appropriate responses. 
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These phenomena can be understood in the light of Goldstein’s *” 
views concerning the functioning of the nervous system. He looks 
upon all activities as dependent upon local changes in stimulation, 
the effects of which stand out in the foreground as an individual 
act, and simultaneous alterations in the rest of the nervous system, 
which form the background of the whole process. Thus the words 
produced merely occupy the foreground of a particular total situ- 
ation containing related but ordinarily unobserved material.* When 
damage to the brain limits changes in stimulation to a smaller area, 
the process may be accentuated and persist for an abnormally long 
period of time, thereby leading to perseveration. Under such cir- 
cumstances the stimulation will be apt to have a more uniform effect 
throughout. As a result, the process loses more and more of its 
foreground-background character and components belonging in the 
background may emerge and take the place of the normal response. 

These symptoms, taken by themselves, do not point to disease of 
any particular part of the brain. They are to be regarded as in- 
dications of a lowering of function which may occur following any 
severe cerebral lesion. Reinhold ** was able to trace this process 
by analyzing the disturbances of speech in a patient with pres- 
byophrenia who presented a clinical picture strongly resembling 
that observed in Alzheimer’s disease. He showed that the utterances 
of the patient became progressively less highly differentiated till 
a primitive level was reached in which the disorder exhibited fea- 
tures analogous to those found during the period when children 
were learning to talk. Here it may be mentioned that a detailed 
examination of the motor phenomena occurring in Alzheimer’s 
disease led Herz and Fiinfgeld ** to conclude that the motor unrest 
was based on a similar process of dissolution. Apparently the dis- 
turbance of speech is merely one manifestation of a general re- 
duction to a lower level of nervous function. 

Clinical Variations.—In spite of the fact that the cases possessed 
certain features in common, the individual clinical pictures differed 
considerably in many respects. There were great differences in the 


* Using Schilder’s terminology, one would say that every experience 
occupies the center of a sphere which contains related material. Every 
utterance is developed from a general scheme (Gesamtvorstellung), the act 
of thinking realizing itself by working from the periphery to the center 
of the sphere. 
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course of the disease, which varied from a rapid and stormy illness 
of two and a half years’ duration to a long drawn out process 
lasting for 26 years. Observations made in cases 2 and 3 suggested 
that exogenous factors could accelerate the progress of the disease. 
Malamud and Lowenberg pointed out that definite remissions 
could occur in otherwise typical cases, but this was not noted in 
the group reported here. However, the fact that one patient (case 3) 
failed to show any essential change for more than two years in- 
dicates that the disease can come to a standstill for considerable 
periods. 

According to Herz and Finfgeld,** pronounced affective symp- 
toms at the onset sometimes rendered the differentiation of Alz- 
heimer’s disease from mood disorders of the involutional period 
difficult if not impossible. In the cases under discussion, affective 
changes were not marked enough at the beginning to give rise to 
such a difficulty. Later in the course of the illness, three patients 
showed protracted states of fear which were frequently accom- 
panied by transitory delusions and hallucinations. These symptoms 
were especially prominent in case 4. In case 3, the patient exhibited 
a symptom-complex which resembled that presented by certain 
patients with Pick’s lobar atrophy. The clinical picture in case 5, 
apart from the early onset of the illness, was more suggestive of a 
senile psychosis than the clinical pictures observed in the other 
members of the group. Four patients showed muscular rigidity in 
the later stages of the disease. Minor pupillary abnormalities were 
noted in two cases. Apraxia and visual agnosia occurred in one 
case and cerebellar signs in another. One patient had several 
generalized convulsive seizures. 

It has been frequently stated that in the majority of instances 
death does not occur from Alzheimer’s disease itself but from 
some intercurrent disorder. The explanation put forward for this 
has been that the vegetative centers are not seriously affected by 
the Alzheimer disease process. Yet in case 4 the sudden death of the 
patient could not be accounted for by any alterations found in the 
visceral organs. As a matter of fact, changes that were suggestive 
of vegetative involvement were not uncommon in the group re- 
ported here. Among such changes one might mention a severe 
disorder of sleep, with definite inversion of the sleep mechanism 
in the case just referred to, and marasmus. These observations 
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lend support to Schottky’s * view that the vital centers are damaged 
more frequently in Alzheimer’s disease than has hitherto been 
supposed. 


COMMENT ON THE PATHOLOGY. 


The pathologic process consisted chiefly of three components, 
namely, cell alterations of a nonspecific nature, senile plaques and 
neurofibril lesions of the Alzheimer type. These components showed 
a considerable degree of parallelism in the cerebral cortex but not 
elsewhere. In addition, certain vascular lesions were regularly 
found. 

The different varieties of nonspecific cell lesion are too well 
known to require extended comment. They have been discussed 
in detail by Grunthal.’: ° The commonest type of alteration was a 
condition characterized by paleness, loss of Nissl substance and 
shrinking. Pigmentary degeneration was very prominent in some 
cases but was inconspicuous in others. Chronic cell changes of 
Nissl and vacuolated cells were also observed. In some cases, pale 
swollen neurones showing regressive nuclear alterations were en- 
countered. 

Distribution of the Changes in the Cerebral Cortex—A de- 
tailed examination disclosed changes in all parts of the cerebral 
cortex, a somewhat less extensive but diffuse decrease in the 
number of nerve cells, and small focal losses in many places. The 
architecture showed alterations which varied from almost complete 
disorganization of the cortical layers to a disturbance slight enough 
to require for its detection a careful comparison with the control 
material. Although the process was greatly accentuated in certain 
areas, such areas did not as a rule correspond closely to the different 
architectural fields. Furthermore, the lesions were not uniformly 
distributed throughout the individual fields. The most marked 
changes usually occurred in the parietal lobe and the cornu ammonis. 
Frequently the temporal lobe and the anterior frontal region were 
also severely damaged. In most cases, the precentral and post- 
central convolutions and the occipital lobe, particularly the calcarine 
formation, showed the least involvement. 

The senile plaques were distributed a little more uniformly and 
the neurofibril alterations less uniformly than the architectural 
disturbances that were revealed by the Nissl stain. The most pro- 
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nounced changes were generally observed in the third layer, but 
the fifth lamina showed severe damage frequently and the second 
lamina occasionally. It was not uncommon to find that the involve- 
ment of the individual layers differed considerably even in closely 
adjacent parts. The cell changes of a nonspecific nature and the 
neurofibril lesions occurred chiefly in the smaller pyramidal cells. 
In the uncus and cornu ammonis, however, the large nerve cells 
seemed unusually vulnerable. 

Changes in Other Parts of the Brain.—The putamen, the caudate 
nucleus, the claustrum and the nucleus amygdale frequently showed 
pronounced changes. In some cases the thalamus, the gray matter 
about the third ventricle, the substantia nigra and other subcortical 
nuclei were also altered. These findings suggest that the basal 
ganglia and vegetative centers are more severely damaged in 
Alzheimer’s disease than has been generally supposed. Herz and 
Fiinfgeld ** came to a similar conclusion on the basis of observa- 
tions made in three cases. 

Although the cerebellum regularly showed a small number of 
plaques, it was apparently less vulnerable than many other parts 
of the brain. In one case, however, there was a marked loss of 
Purkinje cells with considerable rarefaction of the granular layer. 
So far as I have been able to determine, such severe changes have 
not been previously reported in Alzheimer’s disease. 

The Senile Plaques.—I\t does not lie within the scope of the 
present article to discuss fully the various theories concerning the 
nature and origin of senile plaques. The literature on this subject 
has been adequately summarized by Ferraro.*® As a result of his 
own investigations, Ferraro *® concluded that plaques primarily 
develop from oligodendroglia cells, microglia and nerve cells, with 
the microglia constituting the largest number contributing to the 
development of the lesions. My observations, however, tend to 
support the theory advocated by von Braunmuhl *° that the struc- 
tures in question are formed in the intercellular ground substance. 
The impression was obtained that microglia and nerve cells played 
a secondary role in the development of some of the plaques. 

In von Braunmiuhl’s *° opinion, plaques owe their origin to col- 
loidal changes which lead to a process of deposition or precipitation 
(Fallungsvorgang). Yet this does not account for the fact that 
plaques fail to occur in all parts of the ground substance with equal 
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frequency. In studying the cases presented here, it was noted that 
parts particularly rich in unmyelinated nerve fibers, as for instance 
the third cortical layer, were apt to show the greatest number of 
plaques. Another favorite location was the outer molecular zone of 
the gyrus dentatus, which is poor in cellular elements but abundantly 
supplied with unmyelinated fibers. Such observations suggest the 
possibility that the latter may play an important part in the forma- 
tion of senile plaques. 

Vascular Changes.—Hyaline-like lesions of the small vessels 
were regularly observed. In most instances a definite relationship 
between the vascular lesions and other types of involvement could 
not be demonstrated. In addition to these changes, there was ad- 
ventitial thickening of the cortical vessels with endothelial swelling 
and proliferation. Only one case showed pronounced damage of 
this type. The atherosclerotic changes noted were too slight to be 
of any significance. 

Although many older investigators described hyaline-like vas- 
cular alterations in Alzheimer’s disease, few regarded them as an 
important part of the pathologic process. More recently, Malamud 
and Lowenberg * discussed the question whether alterations in the 
exchange of substances between blood and cerebrospinal fluid might 
play a role in the pathogenesis of this disorder. The basis for 
their discussion was provided by a case in which marked changes 
of vascular origin were found in the choroid plexus. Interestingly 
enough, the vessels of the choroid plexus showed the severest in- 
volvement in cases 4 and 5. Yet the results obtained with the 
Walter bromide test did not point to any gross disturbance in the 
function of the blood-cerebrospinal fluid barrier. However, our 
knowledge concerning the exact significance of these results is too 
limited to allow one to exclude thereby all possibility of such a dis- 
turbance. At the same time, it is evident that the suggestion made 
by Malamud and Lowenberg,’ even if receiving some support 
from the histologic observations, still remains within the field of 
speculation. 

Correlation of Clinical and Histologic Observations ——The wide- 
spread nature of the pathologic process renders it difficult to 
determine the anatomic substratum of particular symptoms. There 
was some evidence that certain symptoms found in individual cases 
owed their origin to variations in the localization of the chief 
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changes. For example, the unusual affective features noted in case 3 
might perhaps be correlated with the extensive involvement of the 
frontal lobes. In case 4 the visual agnosia and apraxia probably 
arose from pronounced damage to the parieto-occipital region. On 
the other hand, the disorder of speech was apparently based on 
diffuse rather than focal alterations. This was indicated not only 
by the character of the disturbance, but also by the absence of 
excessive changes in the areas particularly concerned with speech. 

In the past there has been considerable doubt whether the in- 
crease of muscle tonus often observed in patients with Alzheimer’s 
disease could be ascribed to organic factors. Stertz ** came to the 
conclusion that it was primarily of psychic origin. Griinthal* was 
inclined to accept this view, largely on the grounds that he was 
unable to find sufficient evidence of changes in the basal ganglia to 
account for the symptoms. In the cases under discussion, however, 
the corpus striatum and other subcortical nuclei showed alterations 
which were sometimes very pronounced. The fact that the severest 
changes were noted in the cases in which the most marked increase 
of tonus occurred strongly suggests that the muscular rigidity was 
caused by involvement of the basal ganglia. That the cerebellum 
also may be severely enough damaged to produce definite symptoms 
was indicated by the observations in case 1. 

A comparative study of the different cases failed to confirm 
Grinthal’s * assertion that there was a direct relation between the 
severity of the clinical symptoms and the number of senile plaques. 
The greatest number of plaques and neurofibril alterations oc- 
curred in case 3, yet the patient in question showed in many ways 
less deterioration than the other members of the group. Similarly, 
the case in which the fewest lesions were observed (case 1) was 
by no means the mildest clinically. Hence it seems doubtful whether 
accurate quantitative correlations can be made with the methods 
available at present. 


GENERAL COMMENT. 


Comparison of Alzheimer’s Disease with Senile Dementia.—It 
is generally agreed that the clinical picture of Alzheimer’s disease 
fails to conform to that of senile dementia. The observations 
recorded here corroborate this view. The onset of the illness was 
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earlier and the patients showed more profound deterioration and 
a greater tendency to motor unrest than is customarily found in 
senile dementia. A severe disturbance of speech occurred regularly 
and neurologic signs were not uncommon. Such features are seldom 
noted in senile dementia. On the other hand, it is well known that 
similar histologic changes are encountered in the two disorders. 
Nevertheless, the present investigation disclosed definite differences 
of a quantitative nature, with the parietal and temporal regions in 
particular tending to show more extensive alterations in the cases 
of Alzheimer’s disease than in the control cases. These differences 
have been stressed by most observers, though Griinthal ® claimed 
that the alterations were frequently as pronounced in far advanced 
cases of senile dementia as in certain cases of Alzheimer’s disease. 
This may be true of individual sections, but in my experience a 
detailed comparison under uniform conditions consistently yielded 
evidence of severer damage in Alzheimer’s disease. 

Stertz *° has attempted to explain the lack of resemblance clini- 
cally in the face of similar histologic changes by assuming that 
different systems undergo involution in the two conditions. In his 
opinion, senile dementia is associated with aging of the whole 
constitution, whereas Alzheimer’s disease is a manifestation of an 
early but partial aging, with the vital centers of the brain largely 
spared. My observations, however, clearly indicate that the latter 
disorder is characterized by widespread changes which are not 
limited to any particular part of the brain. Therefore it does not 
seem justified to subscribe to the statement made by Runge ® and 
others that the position of Alzheimer’s disease relative to senile 
dementia is analogous to that of the Lissauer type of dementia 
paralytica relative to typical forms of general paresis. 

Theories Regarding the Origin of Alzheimer’s Disease -—The 
widely accepted conception of Alzheimer’s disease as an early 
atypical form of senile dementia is open to the objection that 
certain early cases cannot be accounted for unless the concept of 
presenility is so greatly extended that it becomes practically a 
meaningless term. The contention of Grtinthal* and Henderson 
and MacLachlan ** that all cases under the age of 40 were too 
atypical to be placed in the Alzheimer group is not supported by a 
scrutiny of the pertinent data. It is questionable, for instance, 
whether Barrett’s ** case was atypical enough to be excluded from 
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this group. The case described by Malamud and Lowenberg? 
showed, apart from an unusually early onset, a clinicopathologic 
picture which was not inconsistent with that of Alzheimer’s disease. 
It may also be pointed out that there are two typical cases, those of 
Perusini ** and Urechia and Danetz,'® in which the illness began 
before the age of 40. 

The difficulty in harmonizing many features of Alzheimer’s 
disease with the prevailing theory regarding its origin has led 
Griinthal' and others to doubt whether the disorder was related 
in any way to senile conditions. Hilpert ** thought that it might be 
caused by endocrine changes, but in the great majority of instances 
definite evidence of such changes has not been recorded. Schnitz- 
ler’s ** impression that a disturbance of the thyroid gland played 
an important role was based on a case that is now generally ex- 
cluded from the Alzheimer group. More recently, Schob and 
Guntz '* described a case in which Alzheimer’s disease occurred in 
conjunction with Simmonds’ disease. Although they were inclined 
to believe that the co-existence of the two conditions was an ac- 
cidental phenomenon, the question might be raised whether pituitary 
involvement could be a factor in certain cases, particularly in view 
of the marked cachexia noted in some patients with Alzheimer’s 
disease. Unfortunately, detailed studies of the pituitary gland have 
apparently not been made in Alzheimer’s disease. Hence this 
question, though useful as a future line of approach to the problem, 
must still be regarded as purely speculative. 

A different standpoint was taken by Malamud and Lowenberg,’ 
who expressed the view that Alzheimer’s disease was a syndrome 
which could be caused by a variety of factors. They pointed out 
that it was not unusual to find that the same clinicopathologic 
picture could be produced by a multiplicity of etiologic factors. As 
a matter of fact, illustrations of this principle are not lacking in 
Alzheimer’s disease. In an earlier communication * attention was 
called to a small group of chronologically typical cases which 
clinically and pathologically did not exceed the limits of the 
Alzheimer syndrome, yet which showed various toxic or organic 
factors that were clearly not of a senile nature. Furthermore, it 
is well known from the observations of Alzheimer,*® Schaffer, 
Klarfeld,** Luthy ** and van Bogaert and Bertrand ** that the 
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pathologic changes common to Alzheimer’s disease and _ senile 
dementia may occur in disorders that bear no relation to senility. 

Such observations strongly suggest that we are really dealing 
with a rather heterogeneous group, the individual members of 
which may owe their origin to different etiologic agents. It must, 
of course, be remembered that factors independent of senility have 
been detected in a few instances only. The question now arises 
whether the remaining cases should still be brought into relation 
with senility. 

A scrutiny of the cases reported here, which represent a typical 
cross section of the Alzheimer disease process, does not con- 
clusively solve the problem. The fact that the pathologic changes 
were similar to those found in senile dementia would speak for a 
relationship between the two disorders, though it should be em- 
phasized that the alterations can no longer be regarded as pathog- 
nomonic of any particular disease. The lack of resemblance clini- 
cally to senile dementia tends to support a contrary view. While 
these cases did not show obvious toxic or organic factors such as 
were observed in the small group mentioned above, it was note- 
worthy that in two of them there was a history indicative of 
cerebral involvement many years prior to the mental illness. This 
is of interest in connection with the idea expressed previously * 
that different pathologic conditions may bring about an invalid 
state of the nervous system which favors the development of the 
Alzheimer syndrome. With the knowledge available at present, 
however, the possibility cannot be excluded that Alzheimer’s disease 
may in most instances be caused by the same underlying factors 
that lead to senile dementia. Nevertheless, a consideration of all 
the facts suggests that a close relationship between the diseases 
under discussion is perhaps less frequent than has hitherto been 
supposed. 

Von Braunmiuhl ** has recently attempted to reconcile the con- 
flicting views on Alzheimer’s disease and other so-called presenile 
disorders. He expressed the idea that aging of the brain was pri- 
marily a manifestation of a change from a highly dispersed to a 
less dispersed condition of the colloids which finally resulted in 
condensation or coagulation. The whole process was termed proto- 
plasm hysteresis. Although its presence could not be directly 
demonstrated histologically, evidence was brought forward to show 
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that the lesions observed in Alzheimer’s disease and senile and 
presenile diseases were secondary phenomena indicative of a 
colloidal alteration of the type mentioned. It was thought that such 
lesions did not develop unless certain additional factors of an ac- 
cessory nature were operative. In von Braunmihl’s opinion, these 
factors were by no means constant, even within the same group. 
Thus a particular type of lesion may be completely lacking in 
Alzheimer’s disease without invalidating the diagnosis. As a matter 
of fact, Alzheimer,** Fuller and Klopp ** and Lowenberg and 
Rothschild * have reported cases in which neurofibril alterations 
failed to occur. Furthermore, since the lesions met with are merely 
secondary products, they do not necessarily provide an accurate 
measure of the severity of the primary colloidal change, which 
really forms the essential feature of the disorder. In this way it 
is possible to explain the frequent lack of correlation between 
quantitative differences in the histologic pictures and the severity 
of the clinical symptoms. 

According to von Braunmuhl,** there are good grounds for 
believing that this colloidal alteration can occur in different physio- 
logic and pathologic settings. It may be a manifestation of aging 
of the brain in some instances and of exogenous processes in others. 
The hysteretic syndrome thus represents a general type of re- 
action on the part of the cerebrum. In my opinion this is the most 
satisfactory theory that has been offered to the present time, for it 
enables one to explain the exceptional as well as the typical features 
of the Alzheimer syndrome in a manner which apparently does 
justice to all the facts. 

The Question of Heredity —There has been to my knowledge no 
detailed investigation of the question whether heredity plays a 
role in the etiology of Alzheimer’s disease. However, Shottky * 
and Lowenberg and Waggoner *® have made some interesting ob- 
servations in this field. In one of Shottky’s cases there was a history 
of dementia late in life extending through four generations, with 
the onset of the mental illness occurring at an earlier age in each 
succeeding generation. These findings, taken in conjunction with 
data obtained in several other cases, led Shottky * to believe that 
hereditary impairment of the primitive ectoderm was probably a 
factor in Alzheimer’s disease. Lowenberg and Waggoner * de- 
scribed a case that was typical histologically, though somewhat 
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unusual clinically, in which four other members of the family 
showed clinical pictures similar to that observed in their patient. 
Since the cases reported here were not specially investigated from 
the standpoint of heredity, it is doubtful whether they can con- 
tribute anything of value to the problem under discussion. It 
might be mentioned that the mother of one patient (case 5) had 
suffered from a mental disorder which apparently resembled that 
developed by the patient. It is, of course, evident that the informa- 
tion at our disposal is too meager to warrant any definite con- 
clusions concerning the possible importance of hereditary factors. 
Nevertheless, the few observations recorded suggest that a syste- 
matic study of this whole question might perhaps throw some light 
on the origin of Alzheimer’s disease. 


SUMMARY. 


Five cases of Alzheimer’s disease are reported and the literature 
is reviewed. 

All patients showed profound intellectual deterioration, motor 
unrest, affective changes and a disorder of speech. The age of 
onset ranged from 44 to 64. The duration of the illness varied from 
24 to 26 years. In one case the disease came to a standstill for 
more than two years. Certain observations suggested that exogenous 
factors could accelerate the progress of the disease. An increase 
of muscle tonus occurred in four cases. One patient presented a 
clinical picture resembling that observed in certain cases of Pick’s 
lobar atrophy. Apraxia and visual agnosia were noted in one case 
and cerebellar signs in another. Symptoms suggestive of vegetative 
involvement were not uncommon. 

The disorder of speech did not conform to any of the classical 
types of aphasia. It was looked on as a manifestation of a general 
lowering of function to a more primitive level caused by diffuse 
changes in the brain. 

The chief histologic changes were nonspecific cell lesions, diffuse 
cell losses, senile plaques and neurofibril lesions of the Alzheimer 
type. These alterations showed a considerable degree of parallelism 
in the cerebral cortex but not elsewhere. The glial response was 
usually active. Hyaline-like vascular lesions were found in all cases. 

All parts of the cerebral cortex were affected. In most instances 
the parietal lobes, the cornu ammonis and the temporal lobes pre- 
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sented the severest damage. The observations indicated that the 
pathologic process could occasionally be accentuated enough in 
certain regions to produce focal symptoms. As a rule there was no 
close correspondence between the areas of greatest involvement and 
the individual cyto-architectural fields. The changes were usually 
most pronounced in the third layer of the cerebral cortex. The 
basal ganglia frequently showed considerable involvement. In one 
case marked alterations were observed in the cerebellum. 

The differences and resemblances between Alzheimer’s disease 
and senile dementia and the various theories regarding the origin 
of the former are discussed. 

A consideration of all the facts lends support to the view that 
the clinicopathologic picture of Alzheimer’s disease occurs in a 
rather heterogeneous group, the individual members of which may 
owe their origin to different etiologic agents. The possibility can- 
not be excluded that Alzheimer’s disease may in most instances be 
caused by the same factors operative in senile dementia. The ob- 
servations presented here tend to suggest that a close relationship 
between the two conditions is perhaps less frequent than has 
hitherto been supposed. 
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DISCUSSION. 


Dr. CHartes I. LAmMBert (New York City).—We are all indebted to 
Dr. Rothschild for his interesting paper. Studies of this kind tend to sharpen 
our observation and increase our discrimination in these clincal and anatomical 
disorders. 

In a material of 11 cases which came under my observation and were 
studied anatomically, five of which were reported, I was impressed by the 
organogenic character of the disorder. In the first place, we should dis- 
tinguish the senile group, which is essentially a parenchymatous disorder 
involving the nervous tissue as opposed to the interstitial tissue. In this 
particular group and in the senile dementia group as a whole, the changes 
in the vessels are essentially regressive ones, concomitant with the age of 
the individual. 

Alzheimer, in calling attention to this group, stressed particularly the 
profound degree of dementia resulting and the progressive course in a rela- 
tively early period of the individual’s life. As such, it stands somewhat out- 
side the ordinarily recognized group of senile cases. Nevertheless, as rep- 
resenting the most nearly related material, he was disposed to identify the 
disorder with the senile group. 

Now the interesting thing is that the findings are essentially the same but 
in a much more marked degree than in a fairly large proportion of the 
senile cases, more particularly the presbyophrenic disorders. There is a tre- 
mendous amount of cell loss with the presence of a large amount of degenera- 
tive material and of a varying number of plaques. In one or two of my cases, 
as many as 300 plaques to the low power field were observed. The nature 
of the plaque formation and the amount of degenerative material suggest a 
physio-pathological metabolic process going on at such a pace that the 
ordinary channels of elimination appear to be clogged. 

The degenerative changes, while wide-spread, are not necessarily uniformly 
distributed through the cortex; often the brunt of the process falls upon 
areas in some instances amounting to a lobal atrophy. In consequence, we 
not only get a diffuse cortical degeneration with the organic symptom complex 
coming out, but we find in addition transcortical aphasias, agnosias, apraxias 
and difficulties of that kind. There are then not only the symptoms result- 
ing from a definite loss of cortical substance, but symptoms that grow out 
of the indirect loss of areas being disconnected, which give to the disorder 
somewhat the character of the local destructive lesions that we find in 
certain types of arteriosclerotic atrophy. 

I am inclined, in reviewing the total material and my own observations, 
to look upon it as related or allied and more nearly identifiable with the 
senile series of cases than with any other disorder. Of course, we have .to 
bear in mind that the individual is exposed to a variety of operating causes; 
trauma, for instance, might be present. Often a serious degree of alcoholism 
plays a rdle, and other toxic factors. As in any other disorder, we may 
have multiple mechanisms at work. 
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THE ANAMNESIS OF THE TOXIC GOITER PATIENT.* 
By AGNES CONRAD, M.D. 


The toxic goiter patient’s emotional life is easier and more ob- 
jective to study because of the instability of the control, especially 
of the autonomic functions. When something which is painful is 
touched on in the anamnesis a coherent narrative is interrupted by 
confusion, loss of sequence, of dates, even of sentence structure, 
weeping, facies of pain, very often by a flushing which is not merely 
a blotching of the neck but a mounting flush accompanied by more 
or less violent venous pulsations. As tenderness is mapped out by 
the surgeon examining an “ acute abdomen,” emotional pathology 
can be delimited by watching the patient while the history, only 
slightly elaborated, is being taken. 

Of 200 cases reported in the current Journal of Nervous and 
Mental Diseases, an emotional stress which seemed unendurable at 
the time and produced emotional disturbances on recall was found 
immediately preceding the onset of toxic symptoms in 96 f per cent, 
and often preceding exacerbations. Infections, operations, without 
the emotional factor, also appeared to precipitate exacerbations and 
to constitute a predisposing factor—influenza one month before 
onset, for example—but the insult immediately preceding the first 
onset appeared invariably to be the emotional one. This was evi- 
dent in all but three of the 200 cases though five others refused 
complete information concerning their troubles. 

These findings reduced the examination to a matter of determin- 
ing first the exact time of onset of the syndrome and then setting 
about to discover the specific stress responsible for the decompen- 
sation by watching for signs of emotion as the life situation at that 
time is reviewed. Once the traumatic event is named, which the 
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patient is rarely able to do unaided, we ask the patient and not 
ourselves what was really upsetting in the situation and this usually 
reveals an item to which the individual was specifically sensitized 
in earlier life. For instance, a woman said she was not afraid of a 
drunken boarder who attacked her with a knife except that she 
dreaded his cutting her face. We might have classified this as 
fear of assault. It was with considerable difficulty that she recalled 
a gash in her lip at 12 which her mother believed would per- 
manently disfigure her, make her ineligible, unlike the popular 
mother and sisters, and the years during her adolescence when this 
had caused her great fear of unhappiness. Since the scar is negli- 
gible and she happily married, she had put all this out of mind and 
could not at first tell me why it would be dreadful to have her face 
cut. A crippled girl had a severe thyrotoxicosis which began a few 
hours before an operation for her polio deformity. There was a 
recurrence when a dental operation was planned. She described 
the details of an automobile accident in which her back was 
injured five months before onset, saying that it had not frightened 
her, but she trembled violently when she told of overhearing her 
father refuse at that time permission for operation on the back 
because he was sure she could not survive an operation. She 
trembled in the same way when, misunderstanding a question, she 
thought she was expected to report the fact that her mother had 
died in childbirth when she was three. Her specific fear was of 
operation which she equated with the delivery which caused her 
mother’s death. That is, she was afraid to die as her mother had. 

If the patient’s version is made the basis of classification, these 
specific fears and dreads fall into a surprisingly few groupings. 
The first monotonous observation was that so many of these people 
do not feel that they can get along without mother. A negress 
who “never felt safe since mother died” is one of a long list. A 
young married woman collapsed after her father’s death, and a 
stenographer when her father lost his job; but each explained that 
it was unendurable to see mother worry about it. The first found 
her mother so changed that it was “ almost like having no mother.” 
Some patients had been deprived of the mother at an early age; 
others had been abnormally closely held to the mother; one even 
said that her mother vomited when she, the patient, was pregnant; 
there are many pairs of mothers and daughters, mutually dependent 
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emotionally, no matter how economically independent, who are over- 
burdened by each other’s ailments. Usually the daughter is hyper- 
thyroid, sometimes both are. Whether too much or too little 
mothered, the majority of both male and female patients stand the 
withdrawal of sheltering mother care very badly. The success of psy- 
chotherapy in overcoming this tendency varies within wide limits, 
and shows little correlation to the severity of symptoms. 

Most of the fathers are for some reason out of the picture, dead, 
invalid, incompetent or actually criminal. There is, however, a 
definite group of women who had a normal attitude towards the 
father and, as would be expected, make a normal adaptation to the 
mating part of marriage, and, incidentally, show no hysteria. 

A theme of equal importance with that of the need of mother 
is the fear of her sufferings. Many have known that her invalidism 
was attributed to child-bearing; others have seen abortions or 
births. A negress at the age of 15 assisted the midwife in delivering 
her mother and “ didn’t know whether it was me dying or her,” 
since which she “ could not bear to see even a finger cut.” Her 
symptoms began after dental extractions with considerable hemor- 
rhage. The story recurs also that mother’s illness or death was 
caused by nursing father, or some other invalid. The mother of 
one girl did housework while suffering from a fatal pneumonia 
so that when the housework was left to the patient she expected a 
like fate. Specific fear of some disease which mother feared for 
the patient, such as ear abscess, is occasionally encountered, as well 
as fear of cancer and venereal disease, which she dreaded. 

The third theme weaves through the other two. It is the fear of 
not equalling mother, of not coming up to her standard, of being 
criticized by her. An important variant is fearing the disapproval 
of society in a public disgrace. These are the most difficult histories 
to get, when unmixed with the other themes of need of mother, or 
fear of her sufferings. A woman who was sent home from the 
hospital while still toxic from chronic tonsillitis feared being con- 
sidered neurotic ; the basal metabolism was then normal. On second 
admission the basal rate was elevated and the story was at last 
obtained. Three grandparents were north Germans of seafaring 
stock. The mother always showed great scorn for the patient and 
one sister who each weighed less than five pounds at birth, weak- 
lings with the heredity of the frail, poetic, south German paternal 
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grandmother. She had above all tried not to give in to weakness 
and fear and felt discharge while still complaining as an accusation 
of just this. 

A sober, self-contained young married woman complained of 
onset of toxic symptoms some months after her husband lost his 
job. There was no economic emergency, uncongeniality, or family 
worry. Review of the day of onset yielded no clue. Discussion of 
the family constellation brought the first sign of emotion. She 
flushed as she said that she had an unhappy disposition, the mother 
called it, like her father’s. All the other siblings had cheerful 
dispositions, like the mother’s. Even when these things are shallowly 
hidden from consciousness, calling attention to a flush on mention 
of such an item, usually uncovers the conflict. An attempt to find 
in the day’s visit to the mother some reference to the disposition 
yielded nothing. When finally asked who did bring up the subject, 
the patient wept as she recalled that her husband had very gently 
and affectionately suggested that evening that other people did not 
take unemployment so to heart, that she ought to try to be more 
cheerful about chancing their luck. This was traumatic because it 
meant to her that he too found her disposition an unhappy one, and 
that she had hopelessly lost her old struggle to be like her wonderful 
mother. 

A frail Catholic schoolgirl began to have an inarticulate dread 
when her mother’s first husband reappeared and took an interest 
in the stepsister. Her anxiety persisted following radiation and 
return of a BMR to normal. She was persuaded to ask her father 
for the truth, and calmed down and gained weight after this, even 
though it meant that her parents are not married, as it was a relief 
to learn of her father’s creditable part in caring for a deserted 
family. Return of symptoms occurred on the way home from a 
wedding. Though she was unaware of being upset by this, she 
calmed down when the mechanism was shown to her. Symptoms 
recurred again when the mother took her financial claims to court. 
Efforts to desensitize her to this have been only partially success- 
ful and supplemented by radiation. This mother nags and blames 
the girl for everything. All the patient’s rational efforts to say it 
is not her problem but her mother’s have not availed. Even as 
for the patient with the wonderful mother, this nagging mother 
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holds the keys of St. Peter. Each makes up as much of the world, 
the moral world, as she did when these girls were very little children. 

The three deeper analyses which have been fairly complete, 
brought up much other traumatic material, but it was only over one 
type of scene that the typical symptoms recurred. Two little girls 
were ridiculed when they wanted to nurse the baby, a third her 
doll. One of these complained in the analytic hour that “ she will 
not let me identify with her affairs.” Her mother repudiated her 
as a baby and did not accept her as an understudy. The bewilder- 
ment at this point in each analysis amounted to a panic of not 
being able to find herself at all. On the couch, flushing, tremor, 
tachycardia, and in two of the three, choking, was of alarming 
intensity. It was recalled that in the original episode the sphincters 
were included in the total loss of personal control. In a later episode 
one of these little girls saw a cousin nursing her baby, asked for 
the other breast, started into a tantrum when it was refused, but 
instead of repeating the earlier scene with her mother, collected 
herself, proceeded with dignity into the kitchen and told her mother 
she wanted to make a pie, too. When she was permitted to do this 
she was perfectly content. Another patient, told to walk by herself 
and not hang on to mother’s skirts, remembered feeling all right 
about it only when she bent forward in a very curious posture. 
Repeated memories of walking this way recurred before it was 
recognized as the mother’s position pushing the baby carriage. Her 
own doll carriage had a handle proportionately higher. When she 
could feel she was mother she did not have to hang on to anyone 
else. In summary, the mother or the super ego derived from the 
mother is threatening to these people. There may or may not be an 
hysterical guilt. In all cases there is insecurity and an overwhelming 
fear of inadequacy requiring very slight increment to bring on a 
decompensation. The specific pathology seems to lie at this point 
of transition from the nursed to the nursing one, whether its in- 
dividual manifestations are a feeling of need for mother, a fear of 
being hurt when mother’s role is assumed, or fear of being a shame- 
ful failure trying to live up to her demands. 

The women physically are not masculine. They sometimes show 
hypo-function of the gonads in the developmental period and now, 
as do the men, and, more so than the men, all manner of pituitary 
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disfunction. Psychologically, they do not assume the masculine 
role though the mother time and again pushes them into responsi- 
bility for father’s duties and father’s sins. They struggle in a losing 
fight for assumption of self-reliance in the mother’s rdle. Signals 
of this continuing conflict come to us often as claustrophobias. 
In three cases this was combined with agoraphobias. Three times 
in one day, five times that same week, male and female patients 
said “I” when they meant mother, one woman said “I ” when she 
meant her child. Careful watch for slips confusing other people 
with “I” has revealed none. The paranoid trends give us our 
largest number of psychoses now that iodinization controls most 
of the thyroid crises. These paranoid trends have been noted in 
only one young woman, but appear as a regression in many at or 
beyond the menopause, often as a few hours pre- or post-operative 
delusions of unfair discrimination by the nurses, but in a certain 
number as malignant involution melancholia. It was a surprise to 
find so few hypomanic personalities. Except for the paranoids who 
seemed to have regressed in later life, these people are not cruel 
or domineering. An occasional man is so childishly dependent he 
makes a nuisance of himself ; otherwise, they are liked on the ward, 
interested in others, and friendly. That is, most of them make the 
adaptation to others adequately. Side by side we may find two 
anxious people. The house staff will say “ this one is neurotic, this 
one is straight thyroid.” When the stories are gotten the “ neu- 
rotic ” is found most probably to be an anxiety hysteria, but beside 
that, and often disregarded by a psychiatrist who has struggled 
with the obvious, classical neurosis, is the same fundamental pattern 
shown also by the well-behaved “ pure thyroid ”’ in the next bed. 
The clearing up by therapy seems to show considerable specificity, 
which explains to a certain extent the wide range in success re- 
ported by different workers. Cure of the neurosis may only slightly 
improve the lack of poise, if the relation to the love object only has 
been straightened out, leaving insecurity and conflict over adequacy 
to the role in life. In short, the neurosis involves object-relations, 
the emotional pathology which appears specific in Graves’ syndrome, 
involves the identifications by which normally the ideal of self and 
autonomy are established. 

Effort syndrome, neuro-circulatory-asthenia, pseudo Basedow’s 
disease, appear to have a similar emotional pattern without the in- 
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stability of glandular function which permits the emotional dis- 
turbance to upset the endocrine balance as well as the autonomic, 
though many have shown endocrine disturbances earlier in life. 
The equation contains all three instabilities as variables: the emo- 
tional balance when faced by difficulties in the psychological en- 
vironment, the vegetative balance, and the endocrine balance. In 
a few cases the environmental contribution is slight, the endocrine 
instability a striking family characteristic. Working in the thyroid 
clinic since December, 1929, I am wholly in sympathy with the 
policy of reducing thyroid function by operation or, in suitable 
cases, by radiation, even in those cases in which calm has been 
temporarily re-established by psychotherapy, if the tendency to 
hyperthyroidism is definitely established. There seems little excuse 
for leaving a patient with such a dangerous endocrine instability 
just because we have set to rights what troubled his emotions for 
the moment. Likewise, the patient whose endocrine instability has 
been overcome by operation deserves the added comfort which can 
be given him from insight into his particular fears and insecurities, 
help in establishing self-reliance whenever possible, and, when 
necessary, intervention of understanding social workers in pro- 
tecting him from traumatic attitudes on the part of his intimates 
if we are unable to desensitize him to these. 

We do not know what effect different emotional habits in the 
first years of life may have on endocrine balance. We have all seen 
the habitus of a child change with altered conditions in the home. 
Can such alterations persist as a constitutional type characteristic 
of the difficulty, such as timidity? We do not know. It may well 
be that the original endocrine endowment of our patients, or that 
which lies back of endocrine endowment is responsible for their 
failure to develop the courage of self-determination. It must be 
remembered that these people are not lacking in push and economic 
courage, especially the women, and that some of both sexes have 
calmly faced great physical danger, but the stuff that independence 
of personal ideal, moral self-confidence, is made of, may conceiv- 
ably be relatively deficient in this diathesis. I believe, at any rate, 
that the emotional characteristics should be recognized in the 
concept of Graves’ syndrome. 
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NEUROSES ASSOCIATED WITH THE GASTRO- 
INTESTINAL TRACT.* 


By GEORGE E. DANIELS, M.D. 


Neuroses simulating or associated with physical disease, though 
varying in underlying reaction type, often present clinical pictures 
which are confusingly similar. Whether the condition is essentially 
an anxiety, a conversion hysteria or a hypochondriasis is important 
for both classification and treatment. The primacy of the neurosis 
or physical disease, when both are present, is also of more than 
academic interest. The clearest understanding of these differences 
is obtained in terms of the libido theory. I wish to consider the 
more specific problem of the gastro-intestinal tract from this point 
of view. 

I am employing the term neurosis in its broadest sense, to in- 
clude neurotic disturbances in general, embracing characteristics 
which we commonly think of as psychoneurotic, as well as those 
more closely related to the psychoses. This would comprise dis- 
turbances of either or both of the primary instincts; in the most 
familiar terms—the instinct of self-preservation and the sexual 
instinct. Freud,’ in his later formulations, added narcissism and 
the libidinal concept of the ego to his earlier narrower sexual 
theories, thus adding disturbances of the other primary instinct as 
a causal factor, especially in the psychoses. The elucidation of the 
inter-relation of these two systems for instinctual expression, and 
the interchange of libidinal energy which takes place, has given us 
our whole present dynamic concept of personality, normal and 
diseased. A constant elaboration of instinctual energy is going on, 
distributed through both systems, and the blocking of its expression 
in either or both by external or internal barriers may give rise to 
a neurosis; the principle of instinctual economics. Schilder has 
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made these concepts available to general psychiatry through his 
book “ Introduction to a Psychoanalytic Psychiatry.” ? 

Severe alterations of ego function comprise the so-called narcis- 
sistic neuroses or the psychoses. Energies specifically related to 
the individual self or ego which normally are expended on the en- 
vironment, if blocked, may have to be re-absorbed by an ego which 
can poorly tolerate the necessary inflation. The decompensation may 
be expressed in ideas of grandeur. This same returned energy may 
express itself as somatic tensions in the form of somatic delusions 
found in hypochondriacal symptoms. The close relationship of 
hypochondriasis to the psychoses is emphasized by its common 
association with schizophrenia and depressions. Severe organic 
disease may bring about similar tensions and accompanying nar- 
cissistic disturbances. These have been given the name of patho- 
neuroses.® 

Whereas the ego instinct has to do with the assertion, preser- 
vation and love of self, and flows to and from the environment along 
this channel, the sexual instinct is directed toward an object. We 
speak of psychoneuroses as transference neuroses for this reason. 
Here, as in hypochondriasis, the interrupted instinctual energy may 
be expressed on the patient’s own body, but its character is deter- 
mined by a specific sexual coloring so that the affected part behaves 
to a degree like the penis or vagina or both and includes an object, 
real or phantasied. This has been particularly well described by 
Ferenczi‘ in his discussion of hysterical materialization. 

In addition to the narcissistic type of regression previously men- 
tioned, organic disease may start on the basis of an hysterical 
nucleus or hysterical elements may be mobilized at the site of pre- 
viously existing injury or disease. The balance between the two 
instinctual systems, as well as the point of blocking determine 
the type of neurosis. The treatment depends on which elements 
predominate. 

In our consideration of neuroses with somatic manifestations, we 
must have in mind a third group which represents the more direct 
blocking of instinctual energy which, instead of being elaborated 
psychically into a psychoneurosis or a psychosis, goes over directly 
into physical symptoms. The more purely sexual form Freud ° de- 
scribed under the term of anxiety neurosis. Kardiner ® has recently 
described such reactions due to the direct limitation of ego functions 
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under the term physioneurosis. He gives the traumatic neuroses 
and the epileptic reaction as the chief examples. 

The general term actual neurosis is employed to designate this 
direct translation into physical symptoms. They may be associated 
with psychoneurotic or narcissistic reactions, but must be con- 
sidered and treated separately.’ This group is of great interest for 
general medicine. Its relative inaccessibility to an introspective 
method of investigation, unless complicated with a psychoneurosis, 
makes the development of further research methods important. 

A neurosis is capable not only of expressing itself psychically 
and somatically, but the later manifestations may express themselves 
through several organs or systems of organs simultaneously, or at 
different stages of the disease. It is therefore a misnomer to think 
in terms of specific organ neuroses. Certain organs, however, lend 
themselves particularly well to neurotic expression, and among the 
most commonly affected are the cardio-vascular and gastro-intestinal 
systems because of their intimate relation with the autonomic 
nervous system. The autonomic nervous system, however, is the 
medium of expression of imbalance and not the primary cause. The 
cardio-vascular is utilized for some reactions because it is a closed 
system. The fact that the gastro-intestinal tract has direct contact 
with the outside world, is capable of ingesting parts of it, retaining 
these and finally expressing matter which, in the process of di- 
gestion, has taken on attributes of the individual himself, gives it 
its particular stamp. Alexander * and his collaborators in Chicago 
have recently laid fresh emphasis on these receptive, retentive, and 
eliminative characteristics for sexual and social patterns of behavior. 
In this communication I will confine myself chiefly to the gastro- 
intestinal tract as it expresses disturbances of the ego and sexual 
drives without dwelling on its more specific characteristics. 

A case in which regression from normal interests led to the hypochondria- 
cal narcissistic reaction is that of a single lawyer of 28 who was referred 
from the medical out-patient department for epigastric pain, easy fatigability 
and halitosis, for none of which objective evidence had been discovered. 

His symptoms had started while still in college six years before with 
a feeling of hollowness in his stomach, and the conviction that his breath 
was bad. After graduating in law, he was invited to associate himself with 
a prominent lawyer in his home city in the south, but because of the severity 


of his symptoms gave up the prospect of a successful career after nine months, 
to go to Johns Hopkins Hospital for observation. 
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Here an exploratory laparotomy was performed, with negative findings. 
After the operation, he stayed in Baltimore for eight months as a member 
of the staff of the Baltimore Sun. He left this position because he was 
certain that his breath was offensive, and came to New York where he had 
been working as an elevator boy and doorman for two years. He had been 
operated on a second time in a New York hospital, with the same lack of 
results. He lived the life of a recluse, avoiding social contacts because he 
feared his halitosis would be detected. He was more conscious of his 
symptoms in the presence of women. 

During the first four months that he attended the psychiatric clinic, he 
was seen several times a week. A careful history was taken, and leads for 
further investigation followed. This was combined with encouragement, 
reassurance, and an attempt to give him insight into the functional nature 
of his symptoms. These attempts failed completely. He was as convinced as 
ever of the physical nature of the symptoms. Unlike the hysterical type of 
conversion, there was no response to suggestion. Nor was there spontaneous 
improvement due to the transference situation alone. 

At this point, a maneuver was tried which I wish to call to your atten- 
tion, not because the therapy is original, but because it marked the turn- 
ing point, and raises the question whether, if some such method had not 
been resorted to, results could have been attained. Working on the hypothesis 
that the narcissistic nature of the neurosis called for the building up of a 
strong relationship between physician and patient, and that the nature of his 
symptoms was more like delusion than hysterical conversion, the same tactics 
which have been found useful with psychotics were employed. By building 
up the transference by direct action, and playing into the hands of the delu- 
sion by falling in with the patient’s ideas, its dissolution may be accomplished 
when other methods fail. He was told that although halitosis, his most 
annoying symptom, had never been detected at the clinic, it was possible that 
it might be present on other occasions. A régime of charcoal and oral 
hygiene, with sodium perborate mouthwash was prescribed. The patient 
at the same time was made to feel the physician's skepticism, and his atten- 
tion further directed toward the probable functional source of his symptoms. 

A break of five weeks was necessitated by the physician’s vacation. On the 
first return visit, a striking change in the picture was to be observed. His 
slightly slovenly dress was replaced by considerable smartness in appearance, 
increased by a good coat of tan which he had acquired at a neighboring beach. 
He stated that he had become convinced that he had exaggerated his condi- 
tion, and reported that he was doing things which he thought he would 
never do again. His abdominal pain, present until then, had disappeared. 
He was going about freely in a social way, and enjoying the experience. He 
had started to look for more suitable work, and recommenced the reading 
of law, with the idea of later reestablishing himself in some town in the 
south, after brushing up at some summer law school. He had discontinued 
the charcoal, but continued the oral hygiene. 

At the next interview, he divulged for the first time the fact that his 
mother had been a morphine addict and this, along with other irregularities 
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of hers, including shoplifting, had been a great source of embarrassment to 
him. Her condition was at its height about the time he developed his first 
symptoms. Shortly before he gave up practice, he also stated he fell in love 
with a girl whom he would have married if it had not been for his symptoms. 
From this time on, the symptoms complained of remained absent after repeated 
follow-ups of a year and a half. 


Threats to life, either real or imagined, affect particularly the 
ego, and if neurotically expressed, belong to the narcissistic dis- 
turbances. 


A divorced woman of 25 was admitted to the hospital in June, 1932, 
for nausea, vomiting, and abdominal pain. Her stomach was pumped and 
she was treated for mushroom poisoning. Evidence of this, however, was 
not conclusive. She had a history of similar symptoms for three months. 
There was no leucocytosis or temperature, and her appendix had been 
removed. For the first few days in the hospital she was listless and apa- 
thetic, except that complaints of pain were accompanied by weeping and a 
show of emotion out of proportion to the situation. A mental component 
was suspected, and a psychiatric consultation requested. 

During the first part of the examination, she would talk only in mono- 
syllables, retreating into the drowsy listlessness described. With twinges of 
pain her whole manner would change, and anxiety and sobbing appear. When 
this was brought to her attention and she was pressed for an explanation, 
its source became clear. 

She had married a man of slight acquaintance at the dying request of 
her sister, claimed never to have been really attached to him, had been forced 
to support him from the first, and had suffered cruel and abusive treatment 
at his hands. She finally took their one child and went to live with her 
mother. She had him jailed once for non-support of the child, and after 
discharge he threatened to “get her.” She suspected him of gangster con- 
nections, and in fear, she left her Connecticut home and came to New York 
a year before admission to the hospital. She changed her position and 
lodging once because a suspicious man called at the house, whom she 
thought might have been sent by her husband. Two months before, she 
saw a man from her home town in the subway, and thought he might be 
trailing her. She expressed fear of the accounts read in the newspapers of 
men who killed wives they were separated from, and had constant fear that 
her husband would steal the child, then at the grandmother’s. She com- 
plained of dreaming of death a great deal. Although the reality of her 
fear was not determined, it appeared to have a real basis. Whatever the 
facts, she was reacting to a fear of death or injury. 

After the situation had been opened up, each attack of pain was immediately 
followed by expressions of fear of her husband. This continued with gradu- 
ally lessening intensity for several subsequent interviews. She was an 
employee of the hospital, and the unlikelihood that he would annoy her while 
there, and also the hospital’s willingness to aid her further if circumstances 
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required were both pointed out. In a few days her acute symptoms, both of 
pain and fear, began to subside. She made a complete recovery in a few 
weeks and was in good health at a follow-up a year and a half later. 


The case of a single milliner of 30, who entered the Presbyterian Hos- 
pital for gastric complaints of 10 years standing illustrates the more specifi- 
cally sexual problem of a conversion hysteria, in which the site of the 
disorder becomes erotized. Only the outlines of this case are known, but 
they illustrate strikingly gross pathology, the histo-pathology of which is 
important to know for prognosis and treatment. 

Her symptoms at 20 years of age began while she was being courted 
by a young man. She had been in good health, and was making a good 
living at her trade. After a few weeks’ attention by this man, she suddenly 
developed symptoms of acute anxiety and attacks of choking, which, from 
the history, were plainly manifestations of a globus hystericus. After a week 
the choking disappeared, and was replaced by feelings of pressure in the 
epigastrium. She also had the feeling that “something was lacking.” She 
denied that she had any overt relations with this man, or that she had ever 
had any appreciable sexual experience. Her admirer disappeared shortly 
after the appearance of the attacks, “ because men can’t stand sick women,” 
and never reappeared. The patient, however, except for one occasion to be 
mentioned, was never free from symptoms. There was a constant dragging 
pain which, to quote her, “sticks and cuts like a knife, and itches too.” It 
was accompanied at times by dizziness, nausea, sour eructations, and vomiting. 

She was obliged to give up her work after two years, and had been prac- 
tically confined to the house since. She began to make the rounds of doctors 
and hospitals. On one of these occasions, while she was under observation 
preparatory to operation, a stomach tube was passed and allowed to remain 
in place for 16 days. The indications were extreme emaciation, and she was 
fed through this tube every four hours. This short period stands out in 
relief, because during it, she remained entirely free from her other symptoms. 
Her spontaneous comment was “while I had the tube, I had no pain in the 
stomach.” This is a striking example of the utilization by the neurosis of 
means of gratifying phantasies, which otherwise appear as symptoms. 

The patient got no relief from the operation, and all her symptoms returned. 
She continued to make the rounds of doctors, but her condition was never 
diagnosed, except that in some cases she was told nothing was the matter. 
She had given up hope for any relief and her visit to the Presbyterian was 
a last desperate effort after a year and a half without any medical aid. 

During her few weeks stay in the hospital, her symptoms began to show 
improvement as the result of taking a careful psychiatric history and indi- 
cating in general terms the source of her difficulty. It was impossible, 
however, to make arrangements for the prolonged treatment necessary in 
such a case. Here we are dealing with the whole pressure of the patient's 
sexual urge going over into her symptoms. Various procedures, like the 
tube, attention of the physician, etc., would give her temporary relief, but 
if she were to be cured, intensive treatment over one or more years, with a 
gradual resolution of the neurosis, would be required. 
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A case which illustrates the threat of death from endogenous sources, 
and the regressive effect on the libido, is that of a single male of 22. Previous 
to his admission to the hospital, he had suffered from several severe 
hemorrhages from a duodenal ulcer. He still had this ulcer, but the imme- 
diate reason for hospitalization was a severe intercurrent infection which 
at first was thought to be sub-acute endocarditis. 

His course in the hospital was stormy. He ran a septic temperature, 
and on one occasion developed a sudden, sharp, severe pain diagnosed as 
perforation of the ulcer. An emergency laparotomy performed was nega- 
tive. He was considered gravely ill, but there was a suspicion on the part 
of the medical staff that part of the picture was functional. A ward com- 
panion, with whom he was friendly had died, and it was thought this might 
have upset him. The psychiatric consultant was struck first by the desperate 
physical condition of the patient. With this was noted a definite depression 
of mood. His face showed apprehensiveness, his voice was tremulous, and 
tears started easily to his eyes. His complaints all seemed very real, and 
adequately explained until the psychiatrist’s attention was aroused by affect 
shown in connection with a history of recent vomiting. 

A little cautious questioning brought out the fact that a week before, 
during a visit from his family, he had felt terribly disturbed, especially by 
the evident concern of his mother. He had a desire to vomit, but restrained it. 
The next day he felt very depressed and “prayed to go one way or the 
other,” having his mother constantly on his mind. He felt better for the 
next few days, though still depressed. On the fifth day he had several 
severe attacks of vomiting which, in his debilitated condition, might have led 
to serious consequences. His statement of the situation, the significance of 
which he was unaware, described what had occurred exactly. His words 
were, “I had to take it off my mind; I had to get it up.’ He was able, 
during the interview, to discharge considerable emotion, especially in regard 
to his mother. 

A few days later, the patient had another attack of vomiting, this time 
while the family was present at the bedside. He described to the psy- 
chiatrist afterwards his struggle to prevent such an eventuality, showing 
surprise that it should have occurred at this, of all times. When asked if 
his mother were present, his reply was, “ That was the trouble.” He had been 
seized with a need of pouring out his anxieties, occasioned by his severe 
illness and fear of death, to his mother, thus gaining her love and sympathy. 
His pride, and the conflict arising over causing her unnecessary pain, led to a 
tepression of the impulse, which later appeared independent of the object on 
one occasion, and on another in a manner to elicit her sympathy. Through 
the psychiatrist he was able to discharge his emotions adequately. This case 
affords a striking example of the effect of emotional catharsis, or better, 
“emesis.” The mechanisms were not gone into with the patient, except by 
inference. 

A week after the first interview, the patient had lost his apprehension 
and a natural smile replaced the forced, wan, mask-like one which he had 
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at first shown. The ward handling of the situation was excellent, necessary 
support being given him without fostering the development of a chronic 
invalid reaction. His ulcer required surgery, and the change in the picture 
made it possible to consider going ahead with the operation. Development 
of an acute pharyngitis, with double middle ear and mastoid, pointed to the 
source of his temperature. As soon as this quieted down, posterior gastro- 
jejunostomy was done, and he is at present convalescing from the operation 
and, although still physically depleted, is in the best of spirits. 


The more specific mechanisms presented by peptic ulcer would 
need an entire communication, and I simply wish to call attention 
to the aspect of the problem which coincides with the particular 
approach in this paper. It has been of interest that in several ulcer 
patients, a history of two kinds of pain has been elicited: one type, 
due to the symptoms related to the ulcer itself, and the other of a 
definite conversion type. In the case of a man of 40, who had a 
definite neurosis, this second pain appeared coincident with his 
wife’s menstrual cramps, when he would, like her, take codeine to 
relieve the pain. Later, after his wife’s uterus had been removed 
by operation, complaint of abdominal pain by her would bring a 
sympathetic pain in him. 

Draper and Touraine ® have called attention to the greater fre- 
quency of peptic ulcer in men, and believe certain forms are the 
expression of “ femaleness within the male” of the individual. 
This would entail an hysterical conversion symptom. Alexander ” 
has called attention to the thwarting of ambition as a factor in the 
etiology of peptic ulcer, which is in line with the more egoistic 
drives of the individual. My own cases lead me to believe that both 
factors are present in varying degrees. An interesting question is 
raised by the problem of treatment when a neurosis is present, and 
I believe the medical treatment may be a valuable vehicle for 
necessary psycho-therapy. 

Discussion of the diseases of the lower bowel I will confine to the 
citing of a single case from a series of colitis and diarrhoea, on 
which I hope to give a fuller report in a subsequent communication. 

A 20-year-old, single, leatherworker, entered the hospital because of 
diarrhoea of two years’ duration. He was discharged with the diagnosis of 
“unexplained diarrhoea, possible tubercular mesenteric nodes, or an early 
chronic non-specific colitis ; improved.” Some additional data came to light 


shortly before his discharge, making it feasible for him to come to the psy- 
chiatric follow-up clinic where he was seen on 14 visits distributed over 


1934] GEORGE E. DANIELS 537 


the spring months. His history showed that when first coming to this 
country four years before admission, he had suffered for the first three 
months from nausea and vomiting, induced especially by entering subways, 
theatres, etc., and felt in a milder form while at work as an apprentice 
leatherworker. This cleared up after a few months. Two years before admis- 
sion, while working at the leather trade, he noticed a gradual increase in 
visits to stool. Otherwise he was well. He began to experiment with his 
diet, without results. His stools began to increase from one to seven a day, 
and between times he had a continual desire to defecate. Stools consisted 
mostly of slimy material with mucous strands; no blood. Gradual develop- 
ment of tenderness in the anus, two months before admission became 
a tearing, non-radiating pain, inaugurated by defecation, and lasting from 
15 to 20 minutes. A month before admission, he had developed great appre- 
hension that he was incurable without an operation. 

At the time of the beginning of his diarrhoeal symptoms, he had deter- 
mined to overcome a shyness and social inferiority from which he suffered, 
accentuated by the fact that his twin brother had made considerable more 
progress. He definitely associated this step with the appearance of the symp- 
toms, and noticed that attempts to make advances, such as calling up a girl 
on the telephone to make a date, would be accompanied by a feeling of 
burning in the rectum. He would force himself to make dates, but would feel 
uneasy during the period spent with the girl because he felt something was 
expected of him that he was not equal to. He had kissed a girl only two 
or three times. He was attracted to girls he felt he “ would have to struggle 
for,” but would immediately withdraw at the appearance of a rival. Such a 
circumstance occurred while he was being followed in the out-patient depart- 
ment, and he had an exacerbation of symptoms from which he had been 
free for two months. His attachments to girls were quite temporary, and 
he had never been in love. He also had suffered from pains about his abdomen 
and pain in the coccyx, and a burning, needle-like sensation which he often 
got in the right shoulder at the end of work. This latter he described as a 
pleasant sensation. On some occasions his diarrhcea cleared up to be replaced 
by pain in the epigastrium. He also suffered from frequency of urination. 

After a careful initial history was taken, subsequent visits were taken 
up with showing him the relationship between his outstanding symptom of 
diarrhoea and anxieties which are common to adolescence. It became in- 
creasingly clear to him that it was not the fleeting contacts he had thus far 
made with girls but the demand for ultimate performance which he feared. 
No attempt was made to encourage him or discourage him in regard to 
intercourse—the whole being presented from the problem of marriage and 
its responsibilities. At the same time he was allowed to present every day 
social problems in his milieu, and encouraged in attempts he was making 
to be like his fellows. Shortly before he left treatment, he had attacks of 
palpitation. This was short lived, however, and he was discharged symp- 
tomatically recovered. 

At the first follow-up visit six months later, a definite change was notice- 
able. His bearing was much more assured, and he showed evidence of greater 
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maturity. He reported freedom from symptoms in spite of difficult home and 
economic conditions. In answer to the general question about social rela- 
tions, he reported satisfactory progress. At the end of the interview, he 
spontaneously asked if sexual relations would be harmful. He stated that 
shortly after discharge some one had given him the name of a girl he could 
have intercourse with, that a little later his curiosity had led him to call, 
and that he had made several visits since. Further following over a year 
has shown no return of symptoms. 


I have attempted to indicate in barest outline and through a few 
scattered cases, disturbance of the two main streams of instinctual 
energy which must be reckoned with in mixed. forms of neuroses, 
found in association with the gastro-intestinal tract. I am aware 
that in all of the cases there are many factors not touched upon, 
but I have been led to emphasize what seems to me the predomi- 
nating reaction for purposes of clarity. 

Without attempting to draw lines too sharply, I would like to 
review, in conclusion, the outstanding reaction which the cases 
cited show. The diarrhoea in the last case, and the two with symp- 
toms of vomiting illustrate a rather direct frustration of an instinc- 
tual drive and its translation into a physical symptom. In one case 
the sexual problem predominates, in the other, the threat to the ego. 
Both the diarrhoea and vomiting are expressions of anxiety, and 
there is little attempt at further neurotic elaboration of the symp- 
toms. In the case of the diarrhoea, a beginning erotization is shown 
in the pleasurable pain in the shoulder. In the boy with vomiting, 
although depressed, there was no evidence of hypochondriacal 
symptoms. Also the ease with which the symptoms were relieved 
in all cases is in line with the simpler form of expression. 

In the case of the milliner, I have indicated the depth of disorder 
which similar cases show on deep analysis to be due to shunting of 
the main body of the sexual drives into symptoms. Such cases are 
likely to form a quick transference in which various methods of 
therapy bring relief, depending on the completeness with which 
symptoms are gratified. They are subject to relapse, however, as 
soon as help is withdrawn, or they are likely to become unduly 
dependent upon the physician unless the neurosis is resolved by 
lengthy and complete analysis. A degree of this transference ele- 
ment, however, is necessary to accomplish therapeutic results in 
any neurosis. 
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In the case of the lawyer, the transference had to be built 
up by direct methods and his symptoms treated like delusions 
because of the predominance of narcissistic over transference 
elements. In such cases, as well as those in which a narcissistic 
regression has gone on due to physical disease, there is not the 
same danger, as in the purer transference neuroses of the entire 
neurosis becoming precipitated on to the physician, if he attempts 
to deal with it. The fear that this will occur is one of the chief 
reasons why so many doctors shut their eyes to the neurosis al- 
together. The facility with which ordinary medical treatment may be 
utilized as a medium for indicated psycho-therapy in cases in which 
there is a proper mixture of transference and narcissistic elements 
is of great importance for the general medical man and the psy- 
chiatrist should seek to make this additional aspect of therapy more 
available to him. I believe that such an approach as I have outlined 
will facilitate this interchange. 


SUMMARY. 


The communication presents an approach to the psychiatric treat- 
ment of neuroses simulating or associated with somatic diseases, 
using common manifestations of the gastro-intestinal tract as a 
basis for discussion. Although essentially clinical, the first section 
outlines a dynamic grouping consisting of: (1) narcissistic; (2) 
transference neurotic, and (3) physio or actual neurotic reactions. 

The use of such formulations in handling clinical material is 
illustrated by cases taken from the Columbia Medical Center, New 
York City. The importance, for treatment purposes, of determining 
the narcissistic and transference elements is emphasized. 

The presentation, though intended for psychiatrists, indicates the 
importance of the problem for the general medical man, and the 
need for making the psychiatrist’s experience available to him. 
This is particularly true when manifest physical disease is combined 
with a neurosis, a combination which present day research is finding 
more and more common. 
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PHYSICAL MENTAL RELATIONSHIPS IN ILLNESS.* 


TRENDS IN MopERN MEDICINE AND RESEARCH AS 
RELATED TO PSYCHIATRY. 


By H. FLANDERS DUNBAR, M.D. 


Our medical historian, Dr. Sigerist, has more than once called our 
attention to the fact that the progress of medicine depends primarily 
not on our progress in scientific discovery and technique, but on an 
interaction of this progress with cultural attitudes. As physicians 
we are always entangled in the prevailing cultural views, and our 
fight against disease is profoundly influenced by them. In a lecture 
on the human side of medicine,1 Dr. Sigerist gave the example 
that during the last 20 years the death rate from tuberculosis in 
Massachusetts has been cut down more than 50 per cent (the figures 
for greater New York during the last 15 years are about the same), 
whereas with venereal diseases we have been much less successful ; 
this in spite of the fact that medically speaking we are better 
equipped to cope with venereal diseases than with tuberculosis. In 
this instance, in other words, Dr. Sigerist noted, we are seriously 
hampered in our medical practice by cultural attitudes and popular 
prejudice. 

Now in handling psychiatric aspects of illness we are hampered 
by a prejudice which among medical men themselves is likely to be 
as great as or even greater than it is among laymen. A striking fact 
revealed by a survey of medical thinking in this sphere, going back 
three or four decades, is that there has been an emphasis in medical 
training which tended to blind physicians to psychic factors, until 
quite recently even in the psychoneuroses and psychoses themselves. 
This is manifest in contributions with such titles as: “ The origin 
of neuroses and psychoses in chronic gastric disturbances” (Alt, 


* From the Departments of Medicine and Psychiatry, Columbia University 
Medical Center. 

Read at the ninetieth annual meeting of The American Psychiatric Associa- 
tion, New York City, May 28-June 1, 1934. 

1 Sigerist, Dr. Henry E.: The Human Side of Medicine. Meeting of the 
Psychoanalytic Quarterly. February 3, 1934. 
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1892) ; and “ Gynecological lesions found in suicidal mania and 
gynecological prophylaxis against suicide in women ” (Bossi, 1911). 
Bossi’s book “ Gynecological prophylaxis in insanity ” which ap- 
peared in 1912 was widely discussed even considerably later. 

In a leading textbook of gynecology as late as four decades ago 
appears the statement: “It is preeminently diseases of the uterus 
and its adnexe which lead to the most pronounced and frequent 
symptoms of hysteria.” * In 1901 Freund described chronic atrophic 
parametritis as a new and certain cause of hysteria. Walthard in 
his Frankfurt clinic is known as the first European gynecologist to 
insist on isolating patients with psychogenic disturbances from those 
with essentially organic disturbances, and to insist that the former 
be treated psychotherapeutically. 

In other words, not more than two or three decades ago suicide 
and all manner of neuroses were held by many leading physicians 
to be caused by diseases of stomach and uterus, even by such minor 
disturbances as erosion of the cervix or gastritis. They were to be 
corrected or cured by correct local therapeutic management of these 
organs. (The attempt was even made to cure certain of them by 
castration.) It is interesting that the majority of articles of this 
nature relate to the fields of gynecology and gastro-intestinal disease, 
fields in which today even the specialists concerned are most ready 
to recognize psychic factors. 

A further evidence of the same tendency to ignore psychic ele- 
ments is the fact that until recently * no attempt has been made at 
systematic study of the literature for the purpose of finding out 
what is actually known concerning psychosomatic relationships. It 
has been considered generally either that we have no data or that 
we have little data of any significance. Incidentally our general 
ignorance of that which is known is well illustrated by a comment 
made by Stokes and Pillsbury who undertook to prepare “a brief 
article ” covering these relationships for skin diseases alone. They 
said: “ We undertook this task with little realization of the labor 
and time required for even a partial fulfilment. When our bibli- 


2 Kistner: Lehrbuch der Gynakologie, 1893, p. 112. 

8 Dunbar, H. Flanders: “Emotions and Bodily Changes. A Survey of 
Literature on Psychosomatic Interrelationships. Ca. 1910-1933.” With the 
support of the Josiah Macy Jr. Foundation. (In process of publication.) 
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ography approached 300 titles on the general aspects of the matter 
alone, it became evident that such a résumé could not be offered 

. en masse, for the first paper itself approaches 100 pages in 
length ....”.* Anyone who attempts this task for his own 
specialty is likely to be amazed both by the extent of the relevant 
literature, and by what we actually know on the basis of careful 
observation and experiment. 

In the course of a survey of research in the so-called medical 
sciences and clinical medicine relevant to the problem of psycho- 
somatic relationships, carried out over the past five years,® certain 
observations and conclusions stood out which seemed of sufficient 
interest to report in the first half of this paper. Work in the pure 
sciences and experimental medicine very often gives both a setting 
or background against which trends in our clinical experience may 
be clarified, and concrete scientific substantiation for some of our 
empirical generalizations. As focal topics for this preliminary orien- 
tation I have chosen our changing concept of disease in the light of 
experimental and clinical studies; the dynamic emphasis with its 
clarification of the concept of mechanism (physiological and psy- 
chological) ; and the significance of these concepts first, as pointing 
toward fields of promising and much needed research, and second, 
as molding our clinical practice. 


Our CHANGING CONCEPT OF DISEASE. 


We are emerging from a period of parallelism which might be 
designated a period of “ either or” in our thinking and are becom- 
ing interested in problems of psychosomatic interrelation. This 
fact is reflected throughout the range of scientific research and 
clinical observation to such an extent that it is actually recorded in 
as cut and dried a publication as the Quarterly Cumulative Index 
Medicus. For example: The heading “ emotion ” appeared as long 
ago as 1879 (that is in the first volume of the Index Medicus), 
but the heading “ physical mental relationships ” appeared in the 


4 Stokes, John H., and Pillsbury, Donald M.: “ Theoretical and practical 
considerations of a gastro-intestinal mechanism. (The effect on the skin of 
emotional and nervous states. III.)” Arch. Dermat. and Syph., 22, 1930, 
962-993. 

5 Dunbar, H. Flanders: Op. cit. 
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Quarterly Cumulative Index Medicus first in 1931. In the refer- 
ences listed under this heading as well as throughout our total 
literature there is evidence of a fundamentally changing concept 
of disease. 

The trend in modern medicine away from specialization and away 
from treating diseased hearts and livers as if they were organs for 
which the patient’s body provided a sort of test tube, and in the 
treatment of which his personality was irrelevant, has been ac- 
companied by a rapidly changing attitude toward psychiatry. This 
changed attitude has come about not only as a result of the develop- 
ment within psychiatry itself, but also and perhaps even primarily, 
because of developments in medical and biological research. Both 
these developments converge on the problem of psychosomatic 
relationships in health and disease. 

In the Light of the Medical Sciences —Our changing concept of 
disease follows inevitably from the newer emphasis in all phases 
of biological research on the importance of the whole to an under- 
standing of the parts. It has been found that the old premise that 
the whole may be understood on the basis of exhaustive study of 
its parts, can carry us little further. The whole is something more 
than the sum of all its parts ® and must be taken into consideration 
in any study of the parts. Failure to recognize this has vitiated many 
of our results and was a fundamental weakness in the point of view 
of those authors who tried for example, to cure “ suicidal mania ” 
or neuroses and psychoses by local treatment of organs. From 
E. B. Wilson we have the following: “I will point out one all- 
important point: that the cell cannot be regarded as an isolated and 
independent unit. The only real unity is that of the organism, and 
as long as its cells remain in continuity they are to be regarded, not 
as morphological individuals, but as specialized centers of action into 
which the living body resolves itself and by means of which the 
physiological division of labor is effected.”* Sharp makes the 
following statement: ‘“ Thus development is not primarily the 
establishment of an association of multiplying elementary units to 


6 Ritter, William Emerson: The Unity of the Organism or the Organismal 
Conception of Life. Boston, Badger, 1919. 2 vols. 

7 Wilson, E. B.: The Mosaic theory of development. (Woods Hole Bio- 
logical Lectures). Boston, Ginn & Co., 1804. 
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form a new whole, but rather the resolution of one whole into 
newly formed parts ; it should be thought of not as a multiplication 
and cooperation of cells, but rather as a differentiation of proto- 
plasm.” * Child, Carrel and others point this out with regard to the 
individual cell and problems of tissue growth, stressing particularly 
the environment in dynamic terms (“ time-space environment ”). 


Some of this material has been reviewed by White: ® not only the 
newer concept of organism, but also its implications for the 
organism-environment relationship. The general trend may be 
summarized as follows: An animal develops differences in different 
parts of the body because of, and dependent on, the different 
relationships of these parts to the environment. A uniform bit of 
protoplasm by the mere fact of its movement through water de- 
velops a difference in the extremity which comes first and most 
intensively in contact with the environment, this extremity becoming 
then the head end. It becomes, however, not only the head an- 
atomically speaking but also the point receiving the major stimu- 
lation, that is the point of highest metabolic rate or energy ex- 
change. The change in rate tends to radiate from that point like 
the waves on a pond from the point where the stone is thrown in. 
Thus, we have in the effect of the environment a basis for anatomy, 
chemistry, physiology and the whole energy distribution within the 
organism. 

On the other hand, the environment does not do all the molding. 
The organism acts on and modifies its environment throughout the 
course of its development,’® beginning even before the organism 
has sense organs to convey to it impressions on the basis of which 
to react to its environment. This means that we must attribute 
more originality and initiative to the organism than we have been 
inclined to do, when speaking, as we say, scientifically. The very 
significant series of articles published by Coghill and his coworkers 


8 Sharp, L. W.: Introduction to cytology. New York, McGraw Hill, 1926. 
581 p. 

® White, William A.: Medical Psychology: the mental factor in disease. 
1931. 141 p. (Nervous and mental disease monograph series No. 54.) 

10 Cf. Coghill, G. E.: Correlated anatomical and physiological studies of the 
growth of the nervous system of Amphibia. In: J. Comp. Neurol., 1914 to 
date. (Whole series. ) 
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have given us a new body of material from point of view of neuro- 
anatomy, demonstrating step by step the development of the ner- 
vous system, as an organized system of relations between the parts 
of the organism, keeping them subordinate to the whole and making 
possible the adjustment to the environment which is necessary to 
the maintenance of life. In the 1oth article in this series Coghill 
concludes: The behavior is not an aggregation of reflexes but “ the 
mechanism of the total pattern is an essential component of the 
performance of the part, i. e., the reflex.” Further, since a definite 
neural mechanism through which the primary total behavior pattern 
is executed has been demonstrated the conception of the total 
behavior pattern is placed “ positively within the scientific realm, 
as opposed to the hypothetical or vitalistic.” Coghill gives the 
concept of disease demanded by his findings: The foregoing 
studies of the embryonic behavior from its beginning lead “ in- 
evitably to the conception that the organism is primarily a unit 
[not an aggregate] and that normality requires that all parts be 
approximately subject to the organism as a whole, or conversely, 
that the organism as a whole retain its power of activating the 
behavior of its parts.” 

Furthermore, there is a sense in which this organism considered 
as a whole “is one with its environment both internal and ex- 
ternal.”’12, Haldane among others has pointed out that we can 
speak in terms neither of a “ definitely bounded physical structure, 
nor of the activity of such a structure.” To a certain extent the 
individual introjects its environment, whether we think in terms 
of a bit of walled-off sea water as a basis for a circulatory system, 
or in terms of the atmosphere supplied by the angry teacher. On 
the other hand, the primitive organism acts spontaneously on the 
sea water in which it finds itself, just as the child is a modifying 
factor in the atmosphere of the teacher. In other words, we find 
ourselves considering both an outer and an inner environment be- 
tween which there takes place a sort of osmotic interchange. The 
organism itself perceives this in terms of Weltanschauung, ot 


11 Coghill, G. E.: Op. cit. X. Corollaries of the anatomical and physiologi- 
cal study of Amblystoma from the age of earliest movement to swimming. 
J. Comp. Neurol., vol. 53, 1931, 157-168. 

12 Haldane, John Scott: Organism and environment as illustrated by the 
physiology of breathing. New Haven; Yale Univ. Press, 1927. 138 p. 
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attitude toward the universe. Weltanschauung is the organism’s 
apprehension of its relationship to its inner and outer worlds, in 
terms of emotion, intellect, and endeavor, the subjective counter- 
part of its whole reaction pattern. 

Thus experimental scientists are thinking in terms of two inte- 
grations: the integration of the organism within itself and of the 
organism in its environment. As the organism has become increas- 
ingly aware of the necessity of adjustment we find it modifying 
itself both consciously and unconsciously in relation to its environ- 
ment and its environment in relation to itself. In this situation the 
concept of disease as merely a reaction of tissue to injury is in- 
adequate, and sometimes misleading. Disease becomes rather a 
disturbance in the two dynamic equilibria, the equilibrium of or- 
ganism environment and the equilibrium of the organism itself. 
That is, we are becoming more interested in the series of physio- 
logical and psychological events which precede actual tissue changes 
in the old sense. When the organism loses its power over its parts, 
or when the parts become recalcitrant and act without reference to 
the whole, we have disease ranging from physiological to structural 
alteration and including all kinds of personality disturbances. 

From this literature it is obvious that the organismal approach 
has been coming more and more into evidence as molding the basic 
concepts of biology and medicine. This means an increasingly 
dynamic emphasis, on the one hand, by way of physiology, and on 
the other, by way of dynamic psychology. 

We meet here the old question: Is it possible to measure emotion 
in physical or physiological terms? The literature is full of reports 
of the dragnet type of experiment where the attempt has been made 
to correlate practically every testable or measurable physiological 
or chemical change in the body with psychic states. This sort of 
research will never add much to our knowledge, not merely, as 
Campbell ** and others have pointed out, because we are dealing 
with too many variables but because we are dealing preeminently 
with an equilibrium, even the mathematics of which takes us beyond 
the range of purely quantitative relationships in the body. Hen- 


18Cf., e. g., Campbell, C. Macfie: The Field of Clinical Psychiatry. 
Address given at the annual meeting of the N. Y. Soc. for Cl. Psych., 
January 11, 1934. 
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derson is taking this fact into consideration in his work, and Cannon 
expresses it in his concept of homeostasis. In other words, the new 
group of phenomena which we must study concern the organism’s 
capacity to make adjustments. Now one cannot study mechanisms 
of adjustment of an equilibrium without a reevaluation of the time 
factor. The methods by which this can be studied rest on two con- 
siderations ;'* the dynamics of equilibrium and the possibility of 
continuous recorded observation of variations. These two consider- 
ations are fundamental; but the subject can only be mentioned in 
passing because it would be impossible to do it justice in the scope 
of this paper. 

In the Light of Clinical Observation —Now as clinical medicine 
begins to assimilate such concepts and correspondingly to alter its 
concept of disease, it is not surprising that we should find a change 
in emphasis in the direction of mental physical or psychosomatic 
relationships. This emphasis is not new to medicine. Hippocrates 
himself stressed the importance of the whole individual in treating 
illness, and this idea has remained with the general practitioner more 
or less always; but it is only just beginning significantly to mold 
medical practice because experimental science as well as clinical 
experience has pointed out at last that it is basic. The shift in 
medicine came first toward research in physiology, that is, sequences 
of changes as to some extent replacing purely anatomical emphasis. 
The shift in psychiatry has been away from the study of end results 
in the state hospital to a study of the sequence of psychophysical 
changes which come earlier. Such changes can be evaluated only 
in the light of a perspective of the whole functioning organism. 

Psychiatry having become more and more the champion of the 
organism as a whole has tended now and then to overlook the parts, 
just as medicine has tended to treat the parts with little attention to 
the whole. There are those who feel that the province of psychiatry 
is just this sphere of the total organism, whereas the province of 
physiology is that of the part-systems. (“In fact the mind is con- 
ceived to be but a particular kind of reaction of the organism—a 


14 These are explained more fully in the concluding sections of the Bibliog- 
raphy: Emotions and Bodily Changes. Cf., also, Dunbar, H. Flanders: The 
Time Factor in Physiological Measurements. Delivered before the Committee 
on Public Health Relations of the New York Academy of Medicine, Novem- 
ber 21, 1932. 
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reaction of the organism as a whole, a total reaction. ... . oo 
Whatever be said as to this, however, the newer dynamic point of 
view in medicine, as in psychiatry, is based on the same realization 
that ‘‘ the organism in its totality is as essential to the explanation 
of its elements as its elements are to an explanation of the or- 
ganism,” *® and that, furthermore, neither the whole nor the parts 
have any separate existence, being but different aspects of an 
organic unity. This fact was expressed by a clinician in the 
following words: “ There is no such thing as a purely psychic 
illness nor a purely physical one, but only a living event taking place 
in a living organism which is itself alive only by virtue of the 
fact that in it psychic and somatic are united in a unity.” ** 

The dynamic emphasis has helped in the clarification of the con- 
cept of mechanism in the spheres of psyche and soma so that our 
attention has been called anew to the confusion of mechanism with 
cause. As we know only too well practically every new mechanism 
discovered has been claimed to be the cause of a disease. It is 
considered such for an indefinite period until experience has time 
to show that treatment instituted on this basis is insufficient or 
inefficient, because it is not near enough to causal. For example, 
all kinds of illness were ascribed to endocrine disturbance as the 
ultimate cause, and we are only just beginning to learn how fre- 
quently the endocrine disturbance is an expression of an tnder- 
lying emotional or other disturbance (the hyperthyroid condition 
and dysmenorrhcea are examples). Medical treatment can counter- 
balance the endocrine disturbance temporarily by giving an “ anti- 
dote ” as it were or by crippling the mechanism of expression itself, 
as by removing the thyroid, but usually only treatment of the under- 
lying problem appears to eliminate the causative or at least the 
inciting factor. We have very definite indications already that the 
same may be said of allergic reactions. This holds true even in cases 
where we may be impressed with a very marked diathesis. 

In other words, not only have we advanced beyond the period 
when like Bossi we sought a circumscribed somatic etiology for 


15 White, William A.: The narrowing of the gap between the functional 
and the organic. Amer. J. Psychiatry, 7, 1927-8, 221-229. 

16 Ritter, William Emerson: Op. cit. 

17 Mohr, Fritz: Die Wechselwirkung korperlicher und seelischer Faktoren 
im Krankheitsgeschen. Klin. Woch., 6, 1927, 772-776. 
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every manifest illness in the organism, but also we are outgrowing 
the period of psychosomatic dicotomy. During the first period 
scientific attention was devoted almost exclusively to the somatic 
with the subsuming of exclusively somatic etiology, then came the 
admission of the functional and the emphasis on “ either or ” which 
v.Bergmann ?* among others challenged so forcefully. 

In the literature of the last decades one finds predominantly the 
‘either or” type of thinking most of which is highly uncritical. 
Here mistakes have been made equally by those interested in the 
“organic”? and the “ functional’? leaving each exposed to easy 
attack from the other and making difficult any understanding among 
them. Cases illustrating errors on both sides have been cited back 
and forth year after year. The only meeting ground was the in- 
sistence that the patient might conceivably have both types of illness 
at the same time. 


In brief, during the past decades we have asked ourselves this 
question: Is the particular illness with which we are dealing, 
functional or organic, psychogenic or physiogenic? We are coming 
to realize today that this also is not a matter of “either or” and 
any judgment may be valuable at best to indicate the strategic point 
of emphasis in therapy. Actually there are psychic and somatic 
components in all illness not merely coexistent but interdependent. 
v.Bergmann and others speak of a psychic phase and a somatic 
phase. What this means is that as the concept of disease is changing, 
clinicians like exact scientists are entering the period of “ both and” 
in their thinking. With the shift of emphasis to “ both and” and 
tothe concept of equilibrium we find ourselves developing a dynamic 
medicine and studying the dynamics of equilibrium. 


PHYSIOLOGICAL AND PSYCHOLOGICAL COMPONENTS IN ILLNESS. 


Now, although we are still in the dark as to the correspondence 
of psychic and somatic mechanisms (and of physio- versus psy- 
chopathology), we are learning to distinguish mechanism and cause 
in both fields, and to bring each into a dynamic scheme. Our major 
progress here has come from physiology on the one hand, and psy- 
choanalysis on the other. We are seriously in need of more clinical 


18 Funktionelle Pathologie. Eine klinische Sammlung von Ergebnissen and 
Anschauungen einer Arbeitsrichtung. Berlin, Springer, 1932. 425 p. 


| 
tl 


_— 


1934] H. FLANDERS DUNBAR 551 


studies to trace the sequence of events in both spheres and of more 
experimental studies relative to the physiological and psychological 
components to clarify the problems of pathogenesis. 

We are beginning to outgrow the prejudice in favor of finding 
purely neurological correlates of affect. The fact that we still in- 
clude the whole range of affective disturbances under the heading 
of nervous diseases, inclines us to think they belong to the sphere 
of the specialist in diseases of the nerves. As a matter of fact 
primary somatic correlates of affect are rather contractile and 
secretory ** than neurological. For example, in studying neuroses ex- 
pressed through the vascular system, it is wholly inadequate to think 
in terms of neurology and nervous stimuli. We must think in terms 
of the equilibrium of the various elements involved, that is, of the 
total physiological process in which the activity of the nervous 
system itself constitutes only a link (e. g., the chemical environment 
of a heart muscle fibre is just as important in determining its 
contraction as is the stimulation it receives). ?° 

Involving primarily the mechanism of secretion there are charac- 
teristic disturbances throughout the organ systems, for example 
vasomotor rhinitis, hyperhydrosis, hyperacidity, leucorrhea, etc. In 
the muscular or diskinetic mechanisms (spasmophilic diathesis or 
spasmogenic aptitude), one must consider two factors: tonic con- 
traction of tubular organs and disturbances of rhythm. Examples 
are laryngospasm, pylorospasm, emesis, spasms of the gall bladder, 
dysmenorrheic uterine spasms, vaginismus, spasms of the bladder, 
tenesmus, cardiac arrhythmia and so forth. As involving dis- 
turbance of both muscular and secretory nature one could mention 
bronchial asthma and mucous colitis. I need only note here that a 
good deal of work has been done on the physiology of spasm ac- 
companying emotion, the effect of which is expressed in a charac- 
teristic “ organic’’ lesion of each system of the body. 

The present purpose will be served by illustration through listing 
of phenomena relating to one system. Whether one think in terms 
of a vasoneurotic diathesis, or of a primary disturbance of the 


19 Cf., e. g., Alkan, L: Anatomische Organkrankheiten aus seelischer 
Ursache. Med. Klin., 27, 1931, 457-463. 

20 Cf., e. g., Cannon’s complex analysis of nervous and chemical elements in 
the reaction of an animal to fright which led to his discovery of sympathin. 
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vascular mechanisms because of a neurosis, one may expect the 
following phenomena: involving preeminently the capillaries there 
are active hyperemia (various types of erythema including blush- 
ing) ; spasm and anemia (pseudoanemia, Voldhardt’s pale hyper- 
tonics) ; paralysis plus stasis (acrocyanosis) ; paralysis plus spasm 
(marbled skin) ; hyperemia plus exudation (urticaria). Involving 
primarily the small vessels there are Pal’s crises, migraine, vaso- 
motor angina pectoris, abdominal angina, intermittent claudication, 
Raynaud’s disease, pseudo-apoplexy, hypertension, etc. When such 
disturbances as these are brought about by a physical trauma or an 
infection we employ both symptomatic and causal treatment. That 
is, we distinguish between the injurious agent and the mechanism, 
where possible directing therapy primarily toward the former. We 
are coming to realize that the same must be done if the injurious 
agent is an emotion, or a disturbance in the energy economy of the 
body. We know that conscious concentration of attention on a part 
of the body may alter it physiologically to some extent. A con- 
centration of energy or libido which takes place unconsciously has 
been demonstrated to be potentially even more effective.*!* Ex- 
amples are omitted because they will be given in other papers of 
this series.*!” 

Emotions making themselves felt through the mechanisms above 
described, cause changes which are at first reversible. Long con- 
tinued spasm, however, with closing of a tubular organ, leads to 
muscular hypertrophy of superior parts, with secondary dilatation ; 


21a Before a conversion symptom can make its appearance, a minutely 
detailed preparation not only in the psychic, but also in the organic sphere 
is necessary. Frequently the changes in the organ involved in the conver- 
sion take place quite unnoticed and it is therefore difficult, or actually 
impossible, to investigate them in their initial stages. For this reason they 
are often overlooked, When, as occasionally happens, they are discovered, 
they serve to prove (as was plainly illustrated by an example quoted) that 
the transformation from the psychical into the organic is by no means sud- 
den, at a single bound as it were. To prove this is to take from the process 
of conversion something of its mysterious character. Cf. Deusch, Felix: 
Zur Bildung des Konversionsymptoms. Internat. Zeitschr. f. Psychoan., X, 
1924. S. 380-392. 

21b Cf., e. g., Dr. Wolfe’s discussion of this matter in considerably more 
detail as it relates to the cardiovascular system. Wolfe, Theodore P.: 
Dynamic Aspects of Cardiovascular Symptomatology. See page 563. 
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for example, dilatation of the cesophagus or of the heart. 2? This 
change is comparatively or completely irreversible and we are ac- 
customed to call it an organic lesion. In other words, persisting 
pathological functioning tends to produce structural changes (to 
become structuralized). Again, if during a lasting circular spasm 
in a tubular organ there exists also a source of infectious material, 
which would have done no harm if free passage existed, there may 
occur infection, fever, inflammation, perforation, thrombosis, and 
so on. Long continued spasm in tubular organs also disturbs the 
regular distribution of body fluids, which may lead to pathological 
conditions due to altered concentration, or to fermentation.?* 

If in diseases of this type we ask the question: Where does 
functional stop and organic begin? we see again the difficulty 
associated with these terms. For example: in the case of a psy- 
chogenic cardiospasm on the basis of which gradually develops a 
dilation of the cesophagus with anatomical changes in the muscula- 
ture and mucosa, from which point in the chain of physiological 
events shall we, or can we, call the process an “ organic” one? 
Considerations like these led v.Bergmann to the development of 
his functional pathology, which is not merely a new term, but a 
method of approach, a way of clinical thinking, which is coming to 
dominate more and more Continental medicine. If one insist on 
drawing the line somewhere as a help in diagnosis or therapy, 
v.Bergmann offers the suggestion that one may draw the line at the 
point where the organic change becomes relatively speaking ir- 
reversible (or structuralized), but at best this is a very fuzzy line. 

Furthermore, attention has been called to the possible significance 
of psychic phenomena as giving the earlier, more subtle, finer, 
clinical signs, whereas the objective physical signs and symptoms 
are coarser and come later.** Implicit here is the importance of 


22 Cf., e. g., Heyer, G. R.: Das korperlich-seelische Zusammenwirken in 
den Lebensvorgangen, an Hand Klinischer und experimenteller Tatsachen 
dargestellt. Miinchen, Bergmann, 1925. (Grenzfragen d. Nerven- und 
Seelenlebens., Heft 121), and Alkan, Leopold: Anatomische Organkrank- 
heiten aus seelischer Ursache, Stuttgart: Hippokrates—Verlag, 1930. S.142. 

23 Cf. Klemperer, Georg: Gemititsbewegungen und Herzkrankheit. Thera- 
pie d. Gegenwart., 70, 1929, I-5. 

24y,. Bergmann, Gustav: Klinische funktionelle Pathologie des vegetativen 
Nervensystems. 1930. 
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observations of psychic factors in early diagnosis. We are begin- 
ning to find that many illnesses which the hospital clinician knows 
only in the later organic phase pass through a larval *° (or func- 
tional) phase where symptomatology is purely of this sort. It is in 
this phase that treatment of emotional factors is the most effective, 
although it may be indicated also for the completion of a cure of 
one of these illnesses after surgical intervention has taken place. 
After the local pathological lesion has been removed (for example, 
the ulcer or the thyroid), the personality remains, and more spe- 
cifically the tendency to develop physiological changes at this site, 
or through the related mechanism. 

Weare familiar with fear, hunger, rage, etc., as responses of the 
organism, involving secretory and contractile mechanisms. It has 
been suggested that such emotions have organic effects which may 
become irreversible (that is, may produce organic illness), when 
their physical expression persists over a long time being no longer 
biologically useful. For example, it is of no use for a business man 
facing a crash on the stock market to have increased red blood 
corpuscles, decreased clotting time, increased adrenalin, and extra 
sugar, all of which are preparing the body for the crisis in terms 
of muscular effort in battle or flight.*® It is not muscular effort that 
is needed and usually the organism indulges in little overt mus- 
cular expression of his altered inner equilibrium. The body is left 
not only with an excess of these substances but with a continuing 
abnormal spasm or secretion which cannot but react on the organism 
itself the more disastrously the longer the duration of the emotion. 

Physiological responses are more or less appropriate to situations 
in the outer world, and furthermore are more or less adequately 
carried to conclusion. The case is pretty clear with the fear aroused 
by a crash on the stock market as opposed to the fear aroused by a 
scene of shooting in which actually the most appropriate thing may 
be to run to cover. Fears with no counterpart in the real world, 
having only a counterpart in phantasy or early experience are just 


25 Cf. also Eli Moschcowitz: Psychogenic origin of some organic dis- 
eases. Paper read before the New York Academy of Medicine, section on 
Medicine and Psychiatry, February 13, 1934. 

26 Cf. Noel H. M. Burke: Some Aspects of the Interrelation between 
Bodily and Mental Disease, Brit. J. Med. Psychol., 6, 1926, 110-120. 
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as likely to be accompanied by physiological responses which then 
are more or less completely inappropriate to the real external 
situation. 

Now when we step from physiological responses related to con- 
ditions in the external world, to physiological responses related to 
conditions in the patient’s inner world, we find ourselves in the 
realm of psychiatry (especially psychoanalysis) and speaking in 
terms of the libido theory. In other words, complex symptom- 
atology including disturbances throughout all the organ systems can 
be satisfactorily treated only if the structure and development of 
the patient’s personality be taken into consideration. A funda- 
mental question is: exactly what does the patient’s symptom or dis- 
ease picture mean in terms of his psycho-physical economy? More 
specifically, the same symptom complex will follow an entirely 
different course, and will require a very different treatment, accord- 
ing as the underlying mechanism is hysterical or hypochondriacal. 
More concretely still, the affected organ may represent very dif- 
ferent things to the patient’s unconscious (the genital or an intro- 
jected object; may be invested with object or narcissistic libido, 
etc.). What happens within the organ will depend on the related 
unconscious phantasy. An important point here is whether the 
symptom satisfies primarily a desire for pleasure or for punish- 
ment, whether it expresses displaced genital or pregenital impulses, 
or in other words, against what impulses the ego is thereby seek- 
ing defense.** This takes us through the whole range of mechan- 
isms discovered by psychoanalysis, involving special techniques in 
addition to sympathetic understanding and common sense. 

Until we can begin to answer these questions however we should 
not begin to treat the patient either psychiatrically or organically 
except of course to give emergency symptomatic relief. This is a 
field in which we are very much in need of more careful observa- 
tion and of both clinical and experimental studies. The importance 
of observation apart from too early interpretations, generalizations 
and deductions probably cannot be stressed too often. 

In a general orientation paper such as this it may be valuable to 
present one picture which will make concrete at least part of the 
territory outlined. 


27 More specifically, for the relationship of spasm to repressed aggressive 
impulses, cf. Dr. Wolfe’s paper in this series. 
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A married woman 39 years old was referred to the psychiatric depart- 
ment after two years treatment in the medical and gynecological clinics 
for stomach trouble of many years duration. She had come first to the 
medical department complaining of anorexia, nausea between meals, constipa- 
tion and burning pain in epigastrium not related to meals, for which she had 
been treated by one local physician for four years although she had been 
under physicians’ care for 16 years for stomach trouble, autointoxication, 
and high blood pressure. During the six months preceding her admission 
these symptoms had become steadily worse and she suffered also from attacks 
of palpitation and frequent lumps in her throat which she could not swallow. 
It appeared that she had been subject to sobbing spells and depression since 
her marriage 16 years previously. The physical examination and all lab- 
oratory tests, including gastro-intestinal series were negative. It was decided 
that she had a gastric neurosis, but teeth and tonsils were investigated as 
possible foci of infection, and she was put on an ulcer diet. Then what 
looked like a chronic salpingitis was discovered and treated in the gyneco- 
logical clinic. The patient failed to improve under medical treatment, lost 
15 lbs. weight, had frequent attacks which kept her in bed for days or 
weeks at a time, with nausea, vomiting and severe pain. Her physicians 
suspected a hysterical element which they tried to handle on the “talking 
out” basis, but she failed to improve. At the end of two years of treat- 
ment we have the following note on the chart: “ Pelvic symptoms negli- 
gible; patient complains of weakness, dizziness, trembling, nausea, palpita- 
tion, tenderness and pain over the eyes, and vague pains all over the body 
associated with numbness. Now carries a cane regularly because of fear 
of falling. Refer to psychiatry as soon as possible.” 

She was first seen in the department of psychiatry on the following day 
(two years after her initial visit to the medical department) and in addition to 
the gastro-intestinal story the patient complained particularly of pains in 
her arms and legs. She complained also of attacks of anginal pain and said 
that a private physician had told her that her blood pressure was over 200. 
She was dizzy, could not focus her eyes, staggered in walking, and com- 
plained of pain in her ears. Blood pressure recorded as this time was 190/100 
and heart rate 130. 

The patient stated that she was perfectly healthy until her marriage 
(against her parents’ wishes 18 years ago), six months following which she 
had a nervous breakdown and wanted to leave her husband. A general 
physician, seen at this time, told her that all her difficulties, physical and 
emotional, would be relieved by a pregnancy. Following his advice, she 
became pregnant shortly afterwards, vomited steadily from the first month 
till the ninth, lost weight constantly, and nearly died when the baby was 
born (an instrumental delivery). (It is interesting that the baby had to be 
cperated on at the age of six weeks for spasm of the pylorus.) The patient 
was unable to leave her bed for a year, became pregnant again and had 
an abortion at two months; the following year she had an appendectomy and 
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another abortion. She then started her 16 years journey from physician to 
physician. She found herself equally unable to leave her husband or to 
live with him, and he became increasingly inadequate. 

It turned out that two years ago her father had died of cancer of the 
stomach at which time she had had another breakdown. (It is interesting that 
his first operation for suspected malignancy took place a few weeks before 
her marriage.) Because of her marriage the patient had been estranged 
from her parents until the time of her father’s death. She then nursed her 
mother who died a year later of angina and high blood pressure. Subse- 
quent to her mother’s death a year before her visit to the department of 
psychiatry, she had been unable to sleep, was awakened by nightmares in 
which she saw her father and mother jumping out of their graves. 

Of the family, vocational, social and sexual history I shall give only 
the salient points. The patient was of Russian Jewish parentage and was 
the fourth child (second girl) in a family of 11 of whom four survived. 
She quarreled with all of them. The home was unhappy. The mother was 
always nervous and sickly. The father could never earn enough money. 
The house was always full of doctors. The patient has felt herself handi- 
capped all her life because her oldest sister insisted that she give up school 
before she had finished the grades, to get a job in order to help support the 
sick parents. In addition she went to night school. She was an intelligent 
girl with high ambitions. She did office work from the age of 14 years until 
she had to give it up because of illness following her marriage. Until her 
marriage she made more money than any other member of her family and 
was their main support. 

At the age of 16 she fell in love with a man of whom her parents dis- 
approved. The patient was full of hatred and resentment toward both of 
them, although she was also devoted to them. After six years in which she 
was torn between this man and her parents, she married him. She said of 
this period: “If only there had been someone to advise me. I was nearly 
crazy. I used to cry myself to sleep every night and wake up with night- 
mares feeling sure I was going to marry the wrong man, and yet I some- 
how couldn't help it.” The patient was completely unprepared for the 
marriage relationship, and her early adjustment was further complicated 
by the fact that she felt guilty for having disobeyed and deserted her parents. 
Her husband, who was far below her socially, made it difficult for her to 
entertain her friends, made fun of her aspirations and intellectual interests, 
and after a few difficult months began to go with other women. She com- 
plained that he was no better than her father in that he could not earn 
enough money to support her. Since the abortion 16 years previously there 
had been either the avoidance of the sexual relationship or the practice 
of coitus interruptus. She had refused contraceptive advice because she 
hated the relationship anyway, and was afraid it would give her husband 
more excuse for insisting. 

It is obviously impossible to give more details of the psychiatric treat- 
ment. This is a patient for whom one would have favored intensive psycho- 


i 


558 PHYSICAL MENTAL RELATIONSHIPS IN ILLNESS | Nov. 


therapy. Because of the limitations imposed by clinic conditions she was 
seen only ten times during a period of two months The central problem 
handled was that of her rage and repressed aggressive tendencies, these 
being brought into conscious relationship with her symptoms. This having 
been accomplished she spontaneously sought advice as to sexual hygiene. 

This patient was seen subsequently on three follow-up visits at intervals 
of two, four and six months. She has remained completely symptom-free 
for more than a year and her blood pressure has registered in the neighbor- 
hood of 130/90 on each of these visits. 

The patient’s relationship to her husband has changed completely. She 
stopped attacking and blaming him, she accepted the fact that she was intel- 
lectually superior to him, and began to help him with his work. As a 
result, even though all this happened during the period of our economic 
depression, he went rapidly ahead in business, and the circumstances of the 
family improved so that she was able to send her daughter to college. The 
patient accepts the fact that her marriage may have been a mistake, and says 
that if she had had in her teens the opportunity of psychiatric help she 
probably would have married a different man. But she is going to look 
at things as they are. 

In this case history we have a gastrointestinal picture suggestive of ulcer, 
and typical anginal attacks of incapacitating severity, together with cardiac 
arrhythmia, tachycardia and an actually increased blood pressure. There was 
an increasingly acute symptomatology which did not yield to medical treat- 
ment but disappeared rapidly when attention was directed to the underlying 
emotional disturbance. It is possible that this patient, like many others, might 
have been saved 18 years of invalidism had the meaning of her disease pic- 
ture been understood earlier in its psychic and somatic components. Of course 
at present we can say only that the symptomatology has been interrupted. 
But it is important to note that there had been no symptom-free periods 
during the 18 years of her illness preceding her psychiatric treatment. 


THERAPEUTIC SIGNIFICANCE OF A DYNAMIC CONCEPT OF DISEASE. 


With a dynamic concept of disease, medicine and psychiatry are 
recognizing their interdependence on medical and surgical wards. 
The following observations are given on the basis of some five 
years of psychiatric consultation in wards and out-patient depart- 
ment, and the problems here reviewed will be familiar to anyone 
who has worked in this field. 


There is a large number of patients who after staying a week 
or two on the wards are discharged as having “ no organic disease,” 
sometimes they are called “ functional.” The discharge diagnosis 
is the result of a number of tests involving various organs and is 
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made because there seems to be nothing wrong with any particular 
organ. The fact that these organs are not working together in 
such a way as to enable the patient to be anything but a burden on 
the community is usually assumed not to be a medical problem. 
The bone is set or the ulcer cured. If the patient remains never- 
theless ailing and inadequate there is too often little done about it. 
The doctor’s responsibility is ended. This is becoming particularly 
true as the old family doctor is disappearing. Internal medicine is 
at its best in restoring the function of parts within the organism 
rather than in restoring the function of the organism as a whole in 
its environment. But both are necessary if medicine is to achieve 
its aim of maintenance of function and preservation of life. 
Furthermore, we know that a number of these patients dis- 
charged as having no organic disease come back later with an 
organic disease. In other words, at least some of these patients 
probably belong to the group in which fleeting pain with a prominent 
psychic symptomatology represents actually the larval stage of an 
organic disease or an emotional conflict which if allowed to go on 
may lead to an organic disease. Take, for example, the case of 
cardiospasm already referred to. Consider also a large number of 
nervous dyspeptics or pseudoanginas.** Even where the neurotic 
picture is classical, a conversion hysteria or a compulsion neurosis 
with symptoms simulating organic illness, we are not doing our 
job as physicians if we send the patient away with the idea that 
there is nothing the matter with him, and we can never be sure 
that the neurosis if left untreated will not sooner or later lead to 
organic disease. A certain number of these patients furthermore, 
come back later with a serious mental disease. From the point of 
view of both these possibilities it is probably safe to say that in 
such cases psychotherapy should be recommended almost routinely. 
In a second group of cases discharged with “ no organic disease,” 
we have those in whom a well-developed psychic picture has masked 
or concealed an underlying organic disease. Here psychiatric treat- 
ment is often necessary to clear up the neurosis sufficiently so that 
the occult organic lesion may be readily diagnosed and treated. 


28 Cf. Daniels, George E.: Neuroses associated with the gastro-intestinal 
tract. And Wolfe, Theodore P.: Dynamic aspects of cardiovascular symp- 
tomatology. Papers in this series. 
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A 2t-year-old Jewish girl came to the surgical diagnostic clinic complain- 
ing of weakness and tiredness, generalized pain complicated by attacks of 
nausea and vomiting of four years duration. She said she got out of breath 
just like an old lady and there had been an amenorrhcea of four years. The 
physical examination was essentially negative and the impression was: 
“patient is undernourished with acneform rash and tachycardia. Absent 
corneal and pharyngeal reflexes. Probably should be referred to psychiatry ; 
almost surely not a surgical problem.” On the same day she was seen in 
the medical clinic where this impression was confirmed. The attempt was 
made to treat her there in order to build her up physically but during two 
months she became so much worse that she could scarcely walk to the clinic. 
In the psychiatric clinic it was discovered that the onset of these symptoms | 
had followed a traumatic experience four years previously. She had been at 
a fancy dress ball with her best friend. Her friend was wearing a paper 
costume which she set on fire with a curling iron. The girl was burned to 
death before help could be obtained. To give the full setting for this story 
would take too long. The patient was an overprotected only child. After 
six months psychiatric treatment the symptoms cleared with the exception 
of a persistent severe pain in the lower back which made it practically 
impossible for her to work although she had tried to return to her job as 
typist and office girl. With the disappearance of the vague wandering pains 
this pain was easily localizable and X-ray showed the presence of “an 
extra-lumbar or sacral segment with very broad transverse processes. On 
the right side the bone was increased in density suggesting chronic trauma.” 
A lumbrosacral fusion was done with immediate relief. 


Among patients in whom the organic diagnosis is quickly made 
the psychic component is often a complicating factor. This fact is 
most readily detected perhaps where the therapeutic régime gen- 
erally successful in such cases proves ineffective. This happens 
characteristically in three situations: first, where the major etiology 
is emotional ; second, where a coexisting neurosis blocks the medi- 
cal therapy; third, where we are dealing with a pathoneurotic 
reaction. 

Where the major etiology (or irritating factor) is emotional, 
even if the organic lesion ultimately yields to treatment, one of 
two things will happen in the majority of cases. The patient will 
have a recurrence (perhaps develop a new disease picture) as is 
seen commonly where conversion hysteria (to take a so-called 
psychiatric disease entity) or chronic colitis (to take a disease entity 
claimed by internal medicine) has been treated on a symptomatic 
basis alone. On the other hand, the psychic economy of the patient 
may become disturbed so seriously through the removal of the 
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symptom as to drive him into an actual psychosis. It is well known 
that in many instances the physical symptom represents the patient’s 
last defense, and when it is taken away he is forced to relinquish 
completely his hold on reality.2® This happens most frequently in 
patients where the object attachment was never strong, typically 
in hypochondriacal pictures rather than in conversion hysterics. 

Where there is a coexistent neurosis the general medical therapy 
may be blocked or the picture confused sufficiently to mislead the 
physician in his therapeutic program. For example, a large num- 
ber of unnecessary surgical operations are performed in such cases. 
Here psychotherapy during the period of diagnostic observation 
is often helpful. 

Finally, the organic illness may be either the precipitating or 
even the causal factor, in the mental picture. It is helpful from 
the point of view of ward management to distinguish these patients 
from the other groups, but it should always be borne in mind, that 
in the so-called pathoneurotic reaction the previous psychic make-up 
of the patient is of fundamental importance. In other words, these 
symptoms may be the outbreak of a long latent neurosis as a result 
of the general lessening of resistance by the organic illness. 

A very important factor in the successful handling of patients 
falling in the groups just sketched is, not only increased coopera- 
tion between medical and psychiatric staff, but also an alertness 
to psychiatric problems on the part of the house staff. In develop- 
ing this the psychiatric conference in connection with (under- 
graduate) medical clinical clerkships *° plays an important role. 

In conclusion it is safe to say that against the background of 
the increasing organismal emphasis in the medical sciences and in 
experimental medicine, we are coming to realize that the only true 
picture of any disease is a stereoscopic picture. This means a 
complete picture from the organic angle and a complete picture 
from the psychic angle considered not separately but superimposed, 
that is as a unity. While we are developing the outlook and 


29 Cf., e. g., Jeliffe, Smith Ely: What price healing? A fragmentary 
inquiry. J. A. M. A., 94, 1930, 1393-1395. 

30 Cf. Dunbar, H. Flanders: Discussion of Medical Clinical Clerkships in 
Psychiatry, by George Eaton Daniels. American Psychiatric Association, 
Meeting, June 1, 1933. 
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machinery of hospital and general practice in such a way as to 
make this increasingly possible, we have in the meantime a field 
of research in which the methods of physiology and psychology are 
giving us new data of theoretical interest and practical usefulness 
in evaluating and dealing with physical mental relationships in 


illness. 
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DYNAMIC ASPECTS OF CARDIOVASCULAR 
SYMPTOMATOLOGY .* 


By THEODORE P. WOLFE, M.D. 


Of all psychosomatic relationships those bound up with the 
cardiovascular system have remained perhaps closest to the thresh- 
old of consciousness. Poets of all ages have reminded us of the 
close relationship between feelings and heart. In all languages 
‘love comes from the heart ” ; people are “ soft-hearted,” “ warm- 
hearted,” show “heartfelt sympathy,” or they are “heartless,” 
“cold-blooded,” or even “ stony-hearted,? The heart may be 
“bursting with joy ”; grief “ gnaws at the heart” or “ weighs on 
the heart”; one may even “ die of a broken heart.” 

Without going into the question as to why science has so long 
neglected connections so obvious to the lay mind I should like to 
quote a physician who has paid special attention to this question. 
von Wyss * in 1927, said: “‘ Psychic processes, especially emotions, 
have a bodily resonance, and, vice versa, bodily processes have a 
psychic resonance. In other words, an affect contains not only its 
psychic experience, but also its motor expression to the outer 
world, and the resonance in the viscera, which represents a sort of 
language of the individual to himself.” ‘“ Since circulation is that 
function the cessation of which means instantaneous termination of 
life,” continues von Wyss, “ the heart has become one of the most 
important organs of inner expression. It is for this reason that the 
heart has such close relationships with the emotional life and has 
become the symbol of what is really individual in man, the symbol 
of his virtues and vices. It is the study of these relationships which 
brings us to the borderland of our knowledge, to the question of 
what in the last analysis binds psyche and soma into a unity.” 

Our constant awareness of these connections may be one reason 
why the first systematic studies in the psychosomatic field were 


* From the medical and pyschiatric departments of the Columbia University 
Medical Center. 
Read at the ninetieth annual meeting of The American Psychiatric Asso- 
ciation, New York City, May 28-June 1, 1934. 
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made on the cardiovascular system. I need but refer to Weber’s 
classical work.?, We are familiar with his finding of the constant 
inverse relationship between blood-distribution in limbs and body- 
surface on the one hand, and intestinal organs on the other; 7. e., 
with pleasurable affects there is an increased blood flow to limbs 
and body surface and a decreased blood flow to the intestines, 
and, vice versa, with unpleasurable affects. This might be called 
the scientific basis for such sayings as Aristophanes’ “ my heart 
dropped into my abdomen ” or the popular German: “ das Herz ist 
mir in die Hosen gefallen.”” Weber also found that the mere idea 
of an intended motion caused increased blood flow to the respective 
limbs ; this, however, did not take place in passive movement of the 
limb if at the same time the idea of motion was prevented. Since 
the time of Weber’s work a wealth of data, both experimental and 
clinical, has been accumulated concerning psychic influence on heart 
rate, the various forms of arhythmia, heart size, electrocardiogram, 
and the function of the capillaries. Time permits only a passing 
reference to this vast field. 

Turning from the experimental to the clinical we note that the 
older literature deals chiefly with the problem of cardiac psychoses. 
Serious valvular disease, or cardiac insufficiency of any origin, has 
a more or less typical psychic picture, characterized chiefly by con- 
fusion, anxiety, hallucinations ; but this picture is to be ascribed to 
processes such as liver congestion and autointoxication rather than 
to the heart itself. 

It has become clear, however, that whatever the condition of the 
heart may be, the affect most closely associated with the heart is 
anxiety. The heart is the only organ which, diseased, can cause not 
only pain, but also anxiety. Prof. Braun of Vienna, some two years 
ago, published a book Hers und Angst * in which he considers the 
heart the “ specific organ of anxiety” and defends the thesis that 
anxiety originates from the heart, in other words, is of physiological 
origin. The evidence adduced and his manner of reasoning, how- 
ever, contain contradictions, and, as is well known, the anxiety 
problem is much more complicated than he indicates. Anxiety is 
the central problem in the neuroses. We may find some day that 
anxiety is a central problem in organic disease also. The statement 
often made by patients suffering from anxiety: “I’d rather be 
‘really sick,’ ’ means that they would prefer an organic disease to 
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suffering anxiety, and doubtless, organic disease, like neurotic 
symptom formation, is more often an escape from anxiety than we 
realize today. 

As to the anxiety problem and the cardiovascular system there 
is no doubt that certain cardiac derangements produce anxiety. 
Almost all unpleasurable sensations arising from the heart are 
accompanied by anxiety, and there is no anxiety so overwhelming 
as that accompanying an attack of angina pectoris. But on the other 
hand, anxiety also produces cardiac symptoms. In other words, we 
are dealing with a typical vicious circle. In the case of an incipient 
angina pectoris this may take some such form as the following: 
Small incongruencies between cardiac blood demand and supply 
predispose to apprehensiveness; an incautious remark (“ You 
have high blood-pressure ”’ or the mere mentioning of “ arterioscle- 
rosis”’) may increase the apprehensiveness to anxiety; actual 
angiospasm as symptom of anxiety occurs ; the anxiety then seems 
justified and increases again, and so on and so forth Of this 
vicious circle Heyer * says: “ To one who knows, it is a gratifying 
object for the simplest psychotherapeutic measures; to one who 
does not know or consider these facts this vicious circle is the crux 
of fruitless attempts at interrupting it by endless dosages of drugs 
with symptomatic action.” 

Braun, in the book mentioned, devotes a whole chapter to the 
diagnostic significance of the anxiety dream. Although he over- 
estimates the role played by the heart (sick or healthy) in the pro- 
duction of anxiety dreams, it may be well, on the other hand, to 
recall a passage in Freud’s Traumdeutung: “ Aristotle himself 
held it well possible that one’s attention might be called by a dream 
to an incipient illness of which one was completely unaware in 
a waking condition, and medical writers who were certainly far 
from believing in any sort of dream prophecy, have nevertheless 
accepted the significance of the dream as bringing presage of 
disease.” Becoming interested in checking this point I questioned 
(in the course of another study) some hundred cardiac patients at 
the Presbyterian Hospital, obtaining the following information 
about the outstanding features of their dream life: First, the ma- 
jority of them have dreams of a more or less stereotyped nature; 
of falling, jumping, of some life-threatening situation. Second, 
these dreams occur in most cases only at the time of an exacerbation 
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of the cardiac illness (such as a new attack of rheumatic fever) 
with beginning decompensation. One patient, at the time of each 
exacerbation, but not in between, had dreams of military band 
music; this observation accords with Braun’s view of the heart 
rhythm as being part of the “ 
only under pathological conditions. All these observations indicate 
clearly the somatogenic dream component. 


unconscious,” becoming conscious 


Perhaps less known, though more important, is the reverse action, 
the action on the cardiovascular apparatus of dreams, or, more 
broadly speaking, of psychic processes occurring during sleep. If 
we think of sleep as a condition of rest, where blood-pressure 
decreases and the heart, being relieved of accessory demands made 
by muscular work, regains strength, we can hardly understand the 
frequent cardiac or apoplectic deaths occurring during sleep. 
MacWilliam ° has shown that in individuals without organic disease 
of the circulatory system, disturbed sleep, especially dreams, may 
produce blood-pressure rises which go far beyond what is involved 
in moderate muscular exercise. He reports, for instance, a rise 
from 130 mm. to over 200 mm. in one dream. It is easy to see what 
effect such sudden blood-pressure rises, or vascular spasms, may 
have in the case of an organically alterated cardiovascular system. 
To cite MacWilliam: ‘‘ Thus hemorrhages, the onset of anginal 
attacks, also sudden death can be readily accounted for. Death may 
come like a thief in the night to a susceptible person living with cir- 
culatory conditions that approach the danger line, though these con- 
ditions may, in favorable circumstances, be compatible with many 
years of moderately active life.” 

The influence of psychic factors, especially of sudden emotional 
shock, on existing cardiovascular disease (production of anginal 
attacks, sudden decompensation, pulmonary cedema, apoplexy, 
death) is too well known from everyday practice to be discussed 
here. 

Can psychic factors exert a fatal influence even in the case of 
a sound circulatory system? Novels and newspapers constantly 
tell us of “death by fright,’ and a number of cases have been 


reported in the medical literature. In numerous cases of this sort 
the findings on autopsy were entirely negative. Patients in good 
general condition have suddenly died on the operating table even 
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before the anesthetic was administered. Comparison between 
different anesthetics shows that the occurrence of initial deaths is 
to be ascribed less to the toxicity of the anesthetic than to its psychic 
effect. Inhalation leads to a feeling of suffocation, of impending 
death and to marked anxiety. This causes a spastic resistance in 
the vascular periphery against which the heart may fail. Ethyl 
chloride, in spite of its being a stronger heart toxin, is less likely 
to result in initial death than is ether or chloroform. Its inhalation 
is accompanied by rather pleasurable sensations ; in consequence, 
this relative heart toxin does not produce the fear of suffocation 
which causes the acute hypertension with its danger to the heart 
( Alkan °). 

From what has been said already it is obvious that for the time 
being the hypertensive diseases are the most fruitful field for psy- 
chosomatic study as far as the cardiovascular system is concerned. 
With the advent of a functional pathology, departing from the 
teaching that “ morbid anatomy comes first, and function follows,” 
and with a genetic approach to organic disease, our concepts 
of hypertension have gradually undergone a rather fundamental 
change. Even in the lay mind there is a close association between 
“high blood-pressure” and “ arteriosclerosis,” and, until fairly 
recently, the general view was that hypertension is the result of 
sclerotic vascular changes. However, clinical, experimental and 
pathological-anatomical observations show conclusively that the 
primary factor in hypertension is not arteriosclerosis. (To mention 
only a few of the most obvious considerations: On the one hand, 
there are hypertensions even of a marked degree and of chronic 
nature without demonstrable anatomical changes in the vessels ; on 
the other hand, there is no correlation between the degree and the 
extent of arteriosclerotic changes and blood-pressure level or heart 
hypertrophy.) von Bergmann says: “ That atheromatosis of the 
large vessels is often combined with hypertension is not contested ; 
but hypertension is not the result of arteriosclerosis and is in no way 
explained by the finding of arteriosclerosis.” He gives the simple 
formulation: ‘“ Hypertension is the result of hypertonus of the 
small vessels.” * 


*It is irrelevant to go into the question here as to whether this results from 
primary changes in the small vessels or primarily from spasm, other changes 
following. 
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In short, we must distinguish stages in the development of hyper- 
tension. There is a first stage, in which elevation of the blood-pres- 
sure may be the only objective symptom. The blood-pressure 
elevation may be considerable, up to 200 mm., but—and this is 
characteristic of the first stage—the blood-pressure curve may 
return to normal at any time (with physical, and, more important, 
psychic rest). In other words, in this first, functional stage we are 
dealing with a condition of complete reversibility. The second 
stage, although there are still considerable fluctuations of blood- 
pressure, is characterized by failure of the blood-pressure curve to 
return to normal, by beginning hypertrophy of the left ventricle and 
cylindric dilation of the aorta. The characteristic blood-pressure 
curve of the third, terminal stage is the high continua. The picture 
is governed by irreparable anatomical changes in heart, vessels, and 
kidneys which lead to death through insufficiency of heart or 
kidneys, or an angina pectoris (Alkan ®). 

It is easy to see what this change in clinical conception means in 
terms of study of psychosomatic relationships in hypertension: As 
long as we regarded hypertension as the result of arteriosclerosis, 
the only object for our study was arteriosclerotic dementia, which 
presents the picture of the organic syndrome not differing funda- 
mentally from the organic syndrome of different origin. Further- 
more, such a study had nothing to offer in the way of therapeutic 
possibilities. 

In other words, we can say that arteriosclerosis is not the cause 
of hypertension, but a possible result of it. Since the enormous 
influence of psychic factors on the vascular system is established 
beyond doubt, the question necessarily arises as to the possibility of 
a purely psychic origin of hypertension. As a matter of fact, the 
view of hypertension as a psychogenic organ neurosis is gaining 
momentum. It is, however, more than doubtful whether this can 
be upheld, in view of the marked hereditary and constitutional 
factors. On the other hand, we must reckon with the possibility that 
a seemingly constitutional factor, such as the spasmogenic aptitude, 
may be the bodily expression of psychic forces, and that, in con- 
sequence, the psychic make-up of the whole personality may be . 
the primary factor. We do not know enough about these relation- 
ships, but we must keep in mind how often the term “ consti- 
tutional ” has served as a cloak for our ignorance of psychic factors, 
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as have expressions such as “essential” or the classical term 
idiopathic.” * 

On the basis of a study of the cardiac group (i. e¢., patients with 
marked cardiac symptomatology or organic lesions of the cardio- 
vascular system) I should like to make a few general remarks. In 
this clinical material a most striking fact is the difference in at- 
titude between the patient with organic heart disease on the one 
hand, and the neurotic patient with heart complaints on the other. 
It is strangely characteristic of serious organic heart patients that 
no definite correlation is found between seriousness of the illness 
and the subjective experience of it. These patients show little 
subjective experience of illness and, correspondingly, little insight 
for their illness. There is even a definite (mostly unconscious) 
tendency to dissimulation of the complaints ; a patient with angina 
pectoris may regard the pains irradiating into his arm as “ rheu- 
matic” or another patient may come in for a cough medicine and 
one finds that he has a beginning cardiac decompensation. These 
patients almost invariably judge their working capacity far too high. 
In striking contrast, we find in the neurotic with heart complaints 
a very marked subjective experience of illness with regard to the 
circulatory system. He complains about pains around his heart, 
feels unable to walk up stairs, has to lie down after the slightest 
exertion, feels his heart pounding or suddenly stop, etc., and all 
this in spite of negative physical findings. This contrast in behavior 
is hardly as pronounced in relation to any other organ system as it 
is with the cardiovascular system and is so characteristic that it 
allows a keen observer like Wenckebach’ not only to make the 
differential diagnosis between “ organic ’”’ and “ functional ” disease 
before physical examination, but may even suggest with fair cer- 
tainty the diagnosis of a specific organic disease that many other 
examiners in the physical examination, not observing the psychic 
behavior of the patient, had overlooked. 


*It is a well-known fact that manic-depressives, or people of the pyknic 
type in general, tend to develop arteriosclerosis at a comparatively early 
age. We may content ourselves with labelling this occurrence a “ consti- 
tutional’ variation; but we can go one step farther and ask ourselves what 
role the psychic lability of the pyknic with its marked fluctuations of blood- 
pressure and ensuing demands on the vascular apparatus may play in this 
connection. 
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Referring to the groups suggested in Dr. Dunbar’s paper I shall 
begin with the familiar class in which an organic disease is simulated 
but not found. Symptoms referred to the heart are found, of course, 
in all kinds of neuroses, but, as one would expect, more frequently 
in anxiety neurosis, neurasthenia and hypochondriasis. One picture 
here is of such frequent occurrence that one wonders why it is 
still so likely to be overlooked. 


A married man of 26 was admitted to the hospital, giving the reason 
for his application as: “Informed by private doctor I should have my 
appendix removed.” The admission diagnosis was “ gastrointestinal neurosis, 
common cold.” The patient, having been always well, a year before admission, 
after an unpleasant emotional experience, became nervous and since then had 
an uncomfortable feeling of “gas” in his right lower quadrant, where at 
times a “small lump” would arise and disappear again in 15 seconds. 
What he was much more concerned about, however, were violent palpita- 
tions of his heart, which were transmitted to his abdomen and both arms. 
He could see and feel the pulsations which would keep him awake for hours, 
until he would fall asleep from “utter exhaustion.” He had been to six 
different physicians, all of whom told him that his heart and lungs were 
“perfect.” Their various medicines he took without much belief in them, 
throwing them away after having taken } to 4 of the contents of the bottles. 
The student who took the history put down on the chart: “ Attention 
should be paid to the fact that he does not care to reveal the nature of his 
emotional upset.” To make a long story short, the patient presented essen- 
tially the picture of an anxiety neurosis. The interesting thing was that 
in the psychiatric interview he soon brought out the fact that for a long time 
he himself had suspected the disturbance of his sexual life (more specifically : 
the typical etiology of anxiety neurosis) to be the cause of his trouble, but, 
as he said, “no doctor had ever taken the trouble of asking him about it.” 


It seems doubly indicated to point out the importance of this 
picture because in so many cases the cure is extremely simple, if 
one only thinks of it. In cases where organic disease is present, the 
elimination of anxiety neurotic complications may make the differ- 
ence between an incapacitating disease and a disease which still 
allows the patient to continue to earn his living. 

The next two cases which I should like to mention briefly illus- 
trate the role played by spasm. In them the cardiovascular symp- 
tomatology is only one of the various expressions of muscular 
spasm, other simultaneous expressions being spasm of the skeletal 
musculature and chronic constipation. It is obvious that therapeutic 
efforts should be directed not just against the cardiac symptom- 
atology, but against the underlying general tendency to spasm. 


ay 
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An unmarried girl of 26 came to the clinic, complaining of severe precordial 
pain of about seven years’ duration. The attending physician noted in the 
chart: “I believe this girl’s symptoms are of psychic origin dating back to 
her childhood. Refer to psychiatry for diagnosis and treatment.” At the 
age of eight the girl suffered what was diagnosed as “ sunstroke”; this diag- 
nosis, however, was questioned by several other physicians. The outstand- 
ing symptoms at that time were fainting spells and choreiform movements. 
All symptoms, however, never occurred at home; in order to avoid the 
spells, someone, usually her mother, had to accompany her when she left 
the house. When this condition left her, the heart condition gradually set in, 
and at the same time she began to be constipated. The girl had been treated 
in various ways without result; the last treatment she had undergone was 
a series of injections “for the prevention of cancer’’(!) for which she owed 
some seven hundred dollars. This patient had been suffering from constant 
constipation and had been taking cathartics regularly for some eight years; 
for over two years she had been using enemas almost daily. It is noteworthy 
that after 20 clinic sessions of psychotherapy (spread over six months) her 
constipation disappeared without any use of medication. Since then, 7. e., 
in the ensuing seven months, the symptom has recurred only twice to a slight 
degree at the time of the menstrual period. The anginal attacks proved more 
obstinate to therapy. She realized that they were most likely to occur when 
she was angry and unable to give vent to her anger. Beneath a polite and 
smooth surface there was considerable repressed resentment and hatred 
against her parents and her younger brother of whom she was intensely 
jealous. However, severe attacks, which would incapacitate her for her 
work, have not recurred for several months, and minor attacks also have 
become infrequent. Her treatment is not yet finished. 


Another case in point is that of a single man of 25 who was admitted to 
the hospital for hypertension. His blood-pressure was around 160/90 dur- 
ing observation in the hospital; he had been told several years before 
that it was around 150. His chief complaint was a fear of fainting. Eight 
years previously he had fainted once, and since then he had been afraid of 
fainting whenever he got excited, without, however, ever actually fainting. 
The predominant finding was again a deep resentment and hate, and repres- 
sion of his aggressiveness. He said, talking about the age of five or six: 
“T didn’t like to fight. Something must have given me a scare, some fear; 
what the fear was I don’t know.” His dreams were predominantly of a sado- 
masochistic character. I cannot go into details of the psychic constellation 
here; in addition, the patient has been under my observation for only three 
months. I cited this case as an occasion enabling me to point out a problem 
which is of more general interest and yet largely overlooked: the problem 
of relaxation. Laymen and medical men alike stress the importance of rest, 
especially in spastic diseases such as hypertension. But the fact is generally 
overlooked that prescribing “rest” is of little avail, since most patients 
do not know how tto rest. This patient said spontaneously: “I have never 
been relaxed actually in my life.” Several physicians had prescribed “ rest,” 
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for various periods, but it had not helped in the least. The short period of 
psychotherapy with this patient did, of course, not alter his blood-pressure, 
inasmuch as we are dealing with a deep-lying neurosis. The systolic pres- 
sure remained stationary at about 160. On May 5, the patient was shown 
how to relax; after that the systolic pressure was 154. On May 9, the patient 
having practiced relaxation for short periods at home, it was 144/86, and 
after one-half hour of relaxation exercise, 136/88. 

Although these observations do not mean anything from the point 
of view of therapy, they point definitely to a possibility of pre- 
vention in cases of young hypertensives like this patient. 

Rather than to try to give a review of the varieties of cardiac 
patients presenting psychiatric difficulties I should like to call at- 
tention to a few problems. What we have learned from recent 
investigations is that beyond any doubt psychic factors are of 
primary importance in determining the blood-pressure level, re- 
gardless of presence or absence of anatomical changes in the vascu- 
lar apparatus. What we need is not confirmation of this fact, but 
detailed psychological investigation into the question as to what are 
the specific dynamic factors leading to or complicating cardiovas- 
cular disease. The investigations of Alexander and his co-workers 
point to definite dynamic situations in correlation (not mere co- 
existence!) with certain gastrointestinal disturbances. We know, 
however, much less about these correlations with regard to the 
cardiovascular system. 

That anxiety is the mark of the cardiac psyche has been pointed 
out repeatedly. But on the one hand, in spite of all the work done, 
we know little about the psychophysiology of anxiety ; and on the 
other hand, anxiety, as already pointed out, is the central problem 
in all the neuroses, perhaps in all illness. The question, therefore, 
whether anxiety is a specific factor in the development of cardio- 
vascular disease, can be answered in the negative. To what extent 
it plays a role different from that in other disease, quantitatively or 
qualitatively, is a matter for further clinical investigation, and not 
for theoretical speculation. 

It is safe to say that conversion hysterical mechanisms, that is 
the genitalization of the body, do not play the important role here 
that they have been found to play, for instance, in the gastro- 
intestinal tract (e. g., in a “ control group ” of patients with gastro- 
intestinal disturbances observed while working with cardiac pa- 
tients). Observation of hypertensive and angina pectoris patients 
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shows however, with striking regularity, the presence of intense 
repressed hatred and resentment and strong guilt-feelings.* To 
what extent this situation is specific we are not ready to say. It 
seems noteworthy, however, that successful handling of this factor 
alone, e. g., the abreaction of hostile impulses, the giving up of an 
attitude of constant resentment and inner fight, surprisingly often 
leads to considerable improvement or even symptomatic cure, al- 
though the fundamental neurosis may not have been adequately 
treated. 

It is well known from psychoanalytic practice what tremendous 
resistances have to be overcome in order to free these repressed 
aggressive elements and how much time and effort are required. 
The expenditure of this time and effort is out of the question in 
clinic practice, and these resistances are likely to block our psycho- 
therapeutic efforts in cases of angina pectoris and hypertension. In 
view of the alarming increase of hypertension and angina pectoris 
in young people and the fact that in spite of intensive research no 
specific medical treatment for hypertension has been found as yet, 
it seems imperative to develop a technique which could be made 
effective in treatment and prevention under clinic conditions. I 
have already mentioned relaxation. Doubtless, this in itself is of 
considerable value. I should like, however, to point out a way in 
which relaxation may be more than a symptomatic aid to psycho- 
therapy. We know from psychoanalytic investigation—I refer here 
especially to Fenichel’s excellent review—that muscular tension is 
a physiological correlate of repression, in fact, is largely a means of 
keeping repressed material in repression. Relaxation, therefore, 
often leads to a considerable discharge of repressed affect. This is 
important in at least two ways: first, as an (auto) kathartic process, 
and second, as a means of overcoming resistances which in a time- 
limited procedure (where a strict psychoanalytic procedure is out 
of the question) could not be overcome otherwise. Since spasm of 
the skeletal musculature binds especially the aggressive impulses, 
and since these aggressive impulses are of especial importance in 
hypertensive cases, the value of relaxation in these cases is obvious. 
I should like to note here that Dr. Dunbar, in reporting at a staff 


* Cf. e. g., blood-pressure measurement as “lie-detector”! The systolic 
blood-pressure “a practically infallible test of the consciousness of an attitude 
of deception.” (Marston.) 
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conference the rapid symptomatic relief obtained with the hyper- 
tensive whose case history she gave in her paper, ascribed it in part 
to the initial use of relaxation which helped not only in handling the 
prohlem of the aggressive impulses, but also in making conscious 
to the patient the relationship between these impulses and her 
physical symptoms. 

To summarize, scientific experiment and clinical observation 
point increasingly to the significance of psychic factors in the 
development of cardiovascular disease and in the determination of 
its outcome. The purpose of the present paper was not to give a 
review of the psychic component of illness in cardiovascular pa- 
tients, but instead, to call attention to certain fundamental problems 
of study and treatment. 
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PSYCHIATRIC ASPECTS OF MEDICAL PROBLEMS 
DISCUSSION. 


Dr. WALTER W. PALMER (New York City).—First I want to express my 
appreciation to the society for the invitation to discuss the preceding papers. I 
feel totally inadequate to the occasion in many respects, but I must say that I 
have been intensely interested in the work at the Presbyterian Hospital for 
the last few years, some of which has been reported here this afternoon. 

The first speaker, Dr. Dunbar, referred to the prejudice of the medical man, 
which I perhaps represent, and I think quite justly so. I will not attempt 
before a technical audience to analyze the prejudice of the physician. I am 
wondering if possibly part of it may be due to the awe-inspiring, impressive 
and picturesque language of the psychiatrists. 

Furthermore, it is true, I think, that the physician must acknowledge failure 
in many of the problems which the psychiatrist does cope with successfully and 
which brings out a rather human reaction. We hear a great deal about the 
disappearance of the good old family physician and there are many reasons 
for this. The development of specialism as a result of progress in medicine, 
the demand made upon the medical man to investigate and treat organic disease 
is enormous, and he has not the time nor the training to deal with problems 
which the old family physician dealt with quite adequately. 

I would like to say a word about the development of the work at the 
Presbyterian Hospital. In 1921 to 1922, Dr. George Draper on my staff 
persuaded Dr. Thomas Salmon to discuss with the medical staff possibilities 
of studying so-called medical psychiatric problems. As a result of the dis- 
cussion, soon we attached one of Dr. Salmon’s collaborators, Dr. Robert 
McGraw, who made regular visits to the dispensary and was ready to take up 
problems suggested by the physicians and surgeons. With this small begin- 
ning, which proved most advantageous to the patients and very instructive to 
the physicians and surgeons, we have now a considerable group of workers 
in this field. It seems to me that the medical men have profited, and, I trust, 
those who are working on the psychiatric side, have also. 

I have little to say or to add to the work that has been reported here. In the 
first paper, Dr. Dunbar illustrated several failures on the part of the internist. 
Medical men have failures and they know it. I wonder if the psychiatrists 
ever have failures. We must acknowledge that psychiatry won over medicine 
in the cases she reported. 

As to the second paper, I cannot refrain from saying that Dr. Daniels has 
engaged upon a field that has been most difficult for the medical man. If an 
internist can demonstrate an ulcer, a cancer, diverticulosis, or obstruction, he 
feels reasonably satisfied. But the trouble is that most of the patients who 
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seek aid from the physician in the first instance have neither of these organic 
conditions, but they have what are put down in medical records as “ vague 
gastro-intestinal symptoms” and when I see that term, I feel like throwing 
up my hands. It seems to me that in this field there is promise of distinct 
progress. 

Dr. Conrad’s paper holds a special interest for me. Medical men have 
realized for a long time the important association between some great emotional 
strain and the onset of hyperthyroid symptoms, and before surgery had de- 
veloped to the point it has at present, the medical man did one thing that was 
perhaps not so unintelligent and that was to isolate the patient from the 
environment in which the symptoms developed. With the development of 
surgery, there is no question but that we have made the greatest progress in 
dealing with the hyperthyroid cases. On the other hand, as Dr. Conrad 
pointed out, great comfort and great help can be added to the surgical treat- 
ment in caring for the psychiatric problems of the patient. 

I am not sure that all medical men would agree entirely with what Dr. Wolfe 
has said. There is a large and, as he pointed out, a growing group who believe 
that the arteriosclerosis cases start as simple hypertension without demon- 
strable changes in the blood vessels. There is another group that believes 
there is an initial injury and that periods of temporary hypertension may lead 
to the changes which we are able to discover in the end stages of the disease. 
I think the evidence points to a considerable extent, to the fact that we start 
first with a hypertension; that there is then an extravasation of serum into 
the media of the arterioles which becomes hyalinized; there is the blocking and 
then we have the picture with which all medical men are familiar. Any aid in 
the maintenance of a lowered blood pressure in every day life should be of 
great value as a preventive measure. 


Dr. W. Barctay Parsons (New York, N. Y.).—I feel benefited, equally 
with Dr. Palmer, by the educational treat we have had this afternoon. I am 
also glad he mentioned the fact that both the medical department and the 
surgical department for 13 years now, I think it is, have had the benefit of 
some psychiatric instruction. I can assure you that we have all profited by it, 
and that we are all thoroughly persuaded as to its real fundamental importance. 

On a general surgical service, there are two main types of problems which 
the psychosomatic relationship brings to mind. Those will be the gastro- 
intestinal and the cases of thyroid disease. The gastro-intestinal problems may 
appear anywhere, as Dr. Daniels mentioned, from the esophagus to the rectum. 
On the surgical ward, the patient that one hates to see is the individual with 
a gridiron abdomen, with upper and lower and transverse and oblique and 
every other kind of incisions, testifying to the fact that he or she has had a 
variety of unsuccessful operations. 

When one sees one of these abdomens, it is not difficult usually to make a 
diagnosis. The hard diagnosis to make is the diagnosis before the first incision 
is made and it is there, of course, that the psychiatrist can come in if and when 
we are alive to the fact that there is an underlying condition not truly or not 
mainly organic. 


f 


1934] DISCUSSION 577 


I think the place where we are most likely to fall down is where an 
individual does present a true organic lesion, which perhaps is of relatively 
secondary importance, but in whom there is also a psychic factor of great 
and profound importance, and sometimes that will not appear until the patient 
has been carried through the follow-up clinic for a considerable period of time. 

In the late cases, which usually get bandied about under the heading of 
adhesions (and, by the way, the number of cases of adhesions that truly cause 
symptoms are probably far fewer than the lay public will admit), there is 
presented a very distinct and definite surgical problem because it is at times 
exceedingly difficult to be sure as to the presence or absence of a true ob- 
struction and one fears to allow such a patient to go through the night or a 
day or two or a week without operation, fearing, of course, an obstruction. 
Yet if you operate on one of those patients, that usually does them no good. 

I have been particularly interested in the thyroid work for a number of 
years. Dr. Palmer and Dr. Conrad have spoken of the thyroid already. | 
think the etiology, about which we know nothing, is of some interest to 
speculate about. I think Warthin in his description of the so-called thyroid 
type comes near to the underlying truth. Certainly these people do react to 
stress and strain, certainly they react to emotional stress and strain of what- 
ever type or variety. It seems to me fair to consider these stresses and strains 
as inciting rather than etiological factors as far as the development of symp- 
toms is concerned, if for no other reason than the fact that any adult living 
under our modern organization is subject to an infinite number of stresses and 
strains throughout the years. If the stress and strain of itself were the im- 
portant etiological factor, it seems to me that all of us should have Graves’ 
disease. Fortunately, that is not the case. 

There is one group of the goiters in which I think one wants to hesitate about 
operating and that is the small goiter with choking sensation, a goiter too 
small to be of mechanical importance from the standpoint of obstruction to the 
airway. My experience in operating on those patients has been that most of 
them had the choking afterwards until it was helped psychotherapeutically. 
Certainly the combination of psychic attack and the physical attack, as far as 
the goiter patient is concerned, is of the greatest possible importance. 

I agree with Dr. Palmer that the physicians and surgeons must get over 
their complex, if that is still the proper word to use. I am not sure whether 
that word has gone out of use, but it means a little something to a physician or 
surgeon. And I believe that we have complexes towards the psychiatrists. I 
think by the same token it is up to the psychiatrists to be conservative, lucid 
and careful in their instruction to us so that we may get over our complexes. 


Dr. WILLIAM Darracu (New York, N. Y.).—This is beginning to take on 
the semblance of a revival meeting, I think. I, too, come up here to the bench 
to give testimony. ‘ 

First, I want to give testimony to my own education. It wasn’t many years 
ago when I thought of a psychiatrist as a man who handled conditions which 
were only seen in state asylums; he was a man who dealt with the terminal 
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stages of mental disease. At present I realize, and have for a number of 
years, that psychiatrists can be of help in the earlier stages and that they may 
even reach that state of eminence that the surgeons have, and occasionally 
cure people. 

It has been a very instructive experience to work first with Salmon and then 
with McGraw and now this other group who are coming along and doing what 
we consider very splendid work. I think that a remark Dr. Palmer made 
about the family practitioner being displaced by the specialist deserves a word. 
I think that the main difference between the old family practitioner and the 
specialist is that the family practitioner tried to live up to the idea that I think 
has permeated the teachings at P. and S. for a great many years, that is, we 
try to impress on the students who are there that although a great deal of 
attention is paid to details, to this and that organ and pathological condition, 
what we are trying to teach them to do is to handle people who are sick, 
rather than to treat disease in individuals. I think that basic idea lies behind 
the whole concept described by that term which I have been trying to learn for 
a number of months, which I think is the psyche-soma or psychosomatic 
combination. I think it is this combination, which has proved to us as clinical 
men so valuable in recent years, that is the combination of approach. 

One reason why the specialist fails to meet the work that the old family 
practitioner did is that he has not been able to keep pace with progress 
in that branch of medicine which deals more essentially with the psyche, and 
he needs help in that line. He can do a certain amount by the good old- 
fashioned methods, of sympathy and so on, but when it comes to the finer 
technics, he is lost and needs expert help. 

I have seen the help which your group have been able to give us in my own 
wards, which deal largely with fractures and conditions of benes and joints, 
and I think that represents a group which hasn't been mentioned. It is a 
group which, as a rule, are suddenly translated from normal, healthy, active 
life into facing not only pain and a certain amount of temporary disability, but 
very often a complete new attitude towards life and its problems, because with 
the severer accidents, it means a readjustment to life, to work, and that usually 
means an adjustment of the whole family. The mental anguish, anxiety and 
all the rest that go with that are very real factors not only in working out 
their future happiness, but in actually determining the course of the progress 
of their repair and their recovery. In that we have been helped a great deal 
by the members of your group. 

Before sitting down, I would like to slip out a couple of challenges, though. 
One is that the psychiatrists also look on this as a conjoint affair, as a great 
many of you are doing; but I think that the warning might be made that 
possibly the psychiatrists can think more of the soma, as well as the physician 
thinking more of the psyche. 

The other challenge is this, and this is a very heart-felt one, that you should 
help, and I am not sure but that you will practically have to take over what I 
consider is one of the greatest problems of today, and that is a condition which 
we have come to speak of as ‘ compensitis.” In our work among broken bones 
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and things of that kind, one of the greatest, most pathetic, tragic situations we 
find is the picture of people with this ailment. We haven't learned your 
terminology yet, so we call it compensitis. But if you take two individuals, both 
of whom break similar bones, under similar conditions, one will be back at 
work in six weeks, and the other won’t be back at work for two years. The 
first case is on his own and the second case is being looked after by compen- 
sation, by insurance companies. I used to think they were all malingerers. I 
am now perfectly sure that the large majority of them are perfectly innocent 
of that, but they represent a group of psychiatric problems which we as 
surgeons are quite unable to handle, and in that group we need tremendous 
psychiatric help. 

I think, undoubtedly, the compensation laws have accomplished much to 
alleviate the sufferings of the families of the injured, but I think they have also 
accomplished a tremendous amount of harm by prolonging the period of dis- 
ability three, five, even ten times its normal duration because of the method of 
application of those laws. If psychiatry can help solve that problem, it will 
accomplish a tremendous lot of good for the working-man. 


Dr. FrANz ALEXANDER (Chicago, Ill.) —To me, not only have the presen- 
tations of this afternoon, but also this morning, been of special significance, 
not only because I am especially interested in these psychosomatic or psycho- 
physiological connections, which were the main subject of this afternoon, but 
also from a historical standpoint. My medical career started out with an 
attempt to attack this problem from the somatic side. In the physiological 
laboratory of Professor Franz Tangel, of Budapest, the first research work 
which I was interested in, which I started and which induced me to go to 
medicine, was to contribute to the solution of the mind-body problem. Particu- 
larly, I was very much challenged by the work of two American physiologists, 
Atwater and Benedict, who in those days (it was 22 years ago) after working 
on metabolism came to the conclusion that we cannot see any evidence that 
mental activity is connected with energy consumption or an increase of 
oxidation in the body. They put, if you remember, students in calorimeters, 
and they found that the students who had to do very hard work to prepare 
papers for examination didn’t use more oxygen, didn’t produce more heat than 
those students who could spend their time in the calorimeter in leisure. 

I was not satisfied with their results and I thought that maybe the meth- 
odology was wrong. It was suggested by my professor that the brain receives 
such an amount of blood that the specific supply is extremely high; only the 
thyroid and kidney have similar high specific blood supplies. Therefore, I 
asked him, “ What does this blood do there if the function of the brain is not 
connected with consumption of oxygen and increased metabolism? ” 

He told me that this was a teleological point of view and not scientific. 
Nevertheless, he agreed that I make such experiments and we succeeded in 
proving that the increase of certain brain functions is connected with increase 
of oxidation. That was all. I felt a further specific approach to the solution of 
the mind-body problem from this side would be sterile. I know that it is not 
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so today. But I gave up this approach and went to psychiatry and tried an 
approach from the psychological side. Then I left the body entirely. As we 
heard today, psychiatrists should not forget there is also a body apart from the 
personality. Anyhow, for long years, I forgot about the body and I returned 
to the body from the side of the psyche and now find that this combined point 
of view is most constructive. Therefore, I was very much in sympathy when I 
heard Professor Kirby emphasizing today that psychiatry and the rest of 
medicine belong closer together and should work closer together as they 
are today. 

In detail, I was most interested, naturally, in the subject or the work on 
which I myself am doing some research: Dr. Daniels’ paper on gastro- 
intestinal disturbances and their relation to psychological factors. I was 
interested to hear that he tried to apply the libido theory of Freud in psycho- 
analysis to this complex of problems. 

I started out with a different methodology and tried not to apply the theory 
of the instinct, which is still the hypothetical part, the most hypothetical part 
of our system of psychoanalysis. (Freud in his last book calls the theory of 
the instincts our mythology.) I tried to abstract from the theory of the in- 
stincts and only consider psychological content, and to ask whether there is 
any dynamical relation or causal relation, if you want to call it that, between 
specific psychological content and different somatic symptoms. We tried, to 
use only descriptive terms, a descriptive psychological approach, and asked 
what is characteristic from the psychological point of view for the patients 
who suffer from peptic ulcer. We came to a very interesting result. The 
psychological content is in specific relation to the symptom, to the place, for 
example of the gastro-intestinal tract which is diseased. We saw that if the 
psychological problem of the patient had something to do with the wish to 
receive something from others, a definite part of the intestinal tract was 
subject to the psychological stimuli, namely the stomach, the function of 
which is physiologically a receptive or in-taking activity. 

We found when the psychological content, the psychological problem, or 
complex, or whatever you call it, dealt with or was connected with the wish 
to give out something, to help, to make an active effort, to give restitution, 
for example, or to relieve certain obligations to the external environment, 
then such psychological stimuli had a specific affinity, it seems, to the lower 
end of the intestinal tract, the physiological function of which is elimination 
That summarizes briefly the main results of our findings. 


Dr. Kart A. MENNINGER (Topeka, Kans.).—I was extremely interested in 
the four papers presented and the discussions by the invited guests. Of course. 
I am happy to see the general interest in the presentation of this point of view 
and of this work. But I think a certain danger lurks in the type of presentation 
made this afternoon which is of course of greater significance than may at first 
appear, for the very reason that we are all so sympathetic and so interested 
in the material. 

I think, in the first place, that a sharp distinction should be made between 
what might be called therapeutic research and etiological research. The sub- 
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stance of what has been presented, if I may take some liberties with it for 
purposes of condensation, is this: Patients whom surgeons and physicians 
were unable to relieve of certain organic conditions were relieved by asking 
them some questions and obtaining from them a certain expression of emotional 
conflict which they had not hitherto felt pertinent or that they had not hitherto 
felt able to communicate to anyone; communicating these things to us cured 
these patients and Q. E. D., we have found something that is important in 
medicine ! 

I agree that something important to medicine has been revealed, but I am 
not quite sure what it is, and I think it is very important that this be made 
more specific. I shall speak in a moment about the etiological research; for 
the moment, this is about the therapeutic research. I think I would criticize 
the presentations, if I may, from the standpoint of the psychoanalyst, because 
they so completely ignored the transference situations involved. It sounded to 
me as if they were repeating the error which Freud and the other early 
psychoanalysts made 40 years ago, namely, of assuming because the patient 
confesses certain concealed, hidden or forgotten material, that the patient is 
for that reason cured. We have long since learned that patients are not cured 
because certain released material is communicated to someone else but because 
of the emotional reorientation which the patient gets in the process of that 
communication. The fact remains, you know, that simply because a cure is 
achieved a discovery has been made. It may be a boomerang. Even our 
friends, the Christian Scientists, have that experience. They “cure” people, 
sometimes. So do many others who haven't the slightest idea how they cure 
people, although they may have theories about it. The general practitioners 
frequently cure people in this way and I know one large clinic where the 
internists cure any number of gastro-intestinal cases without the slightest ideas 
about psychoanalysis or psychiatry, simply because they listen patiently to 
patients in regard to their personal problems. 

I think it is highly important that the exact factors contributing to the cure 
be more definitely accented and delimited by those who report these cases, 
because otherwise it is easy to communicate the idea that if you have an 
obstinate or refractory gastro-intestinal case, ask him if he has a love affair 
and ask him about his mother-in-law and, Q. E. D., he is cured because you 
have relieved an emotional conflict. 

Criticism of the etiological research aspect hinges on another factor. I 
noticed that in none of the four papers was there any explanation as to why 
the particular organ selected was selected by that patient’s unconscious for the 
purposes of solving his neurotic conflicts. I think it devolves upon us to say 
specifically why is it the thyroid which the patient uses in this way, why is it 
the stomach which is used by patients this way? Otherwise, it resolves into 
too simple a formula. A patient has anxiety, he happens to have a thyroid that 
is utilized to solve his anxieties, and there you are. Why? In the self- 
mutilations, for example, we have a very definite idea that the type of the 
mutilation is related to previous experience. For example, if a patient gouges 
out his eye, we have good reason to believe that the eye is selected by him 
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for this act of self-injury because there is something connected with earlier 
visual experiences which make him use the eye now for this purpose of, shall 
we say, symbolic self-castration. Why doesn’t he cut off his own genitals? 
Why the eye? There is some reason for this displacement. 

If we must explain that in the self-mutilations, I think as psychoanalysts 
we must also explain it in the organic diseases. That is what commends itself 
to me about the work of the Chicago Institute, in that there is a fairly definite 
orientation between the early gastric experiences of the child and the sub- 
sequent gastric disease. And unless this early orientation is discovered, then 
I think that the research is purely a therapeutic one and not an etiological one 
and leaves as much open as ever this question of psychogenic disease of the 
organs. Why do certain organs offer somatic compliance to the needs of the 
unconscious? That remains a question for research in psychoanalysis and 
psychiatry, to which these papers have been a very interesting and pleasant 
introduction. 


Dr. voN HatrinGBerG (University of Berlin).—I am too, I must confess, 
strongly impressed by what one of the speakers called the spirit of a revival 
meeting, or the spirit of cooperation between psychiatrists or more precisely 
psychotherapists and the medical men. In this cooperation our task, I should 
think, would first be that we try to simplify our language. This is possible 
and it has already been begun, with good effect, in one of the papers we have 
heard today, that of Dr. Conrad. When she said that the longing to have a 
mother or the lack of a mother was so great a factor, in the majority of her 
cases we don’t need to talk about “ origin complex” or “ mother fixation.” 
It suffices to say that the patient never in her life had felt sheltered by a 
motherly understanding. In this simple factor is given, the rapport whose 
excuse is the feeling of being understood, of being sheltered by somebody, the 
rest may be of secondary importance. In other words: the deeper going 
analysis has in a great number of simpler cases no other task but to deepen 
the rapport. 

This leads to a fact another speaker here has emphasized, | think with very 
great right, the fact of relaxation. As he said, our patients cannot relax and 
one of the most important reasons is that they cannot relax psychically. They 
must be taught to do it. For the special cases I have in mind this means that 
we should come back to very old methods, methods we have nearly forgotten, 
the methods of suggestion. These methods, I want to emphasize, can be 
combined with analytic therapy. In the earliest times of the analytic de- 
velopment it seemed to be impossible. The work of Dr. Conrad shows that this 
can be well done. It is also not necessary that we restrain ourselves to a 
merely passive attitude which Freud at first has presented. We may actively 
attack certain types of patients not only from the psychic but also from the 
physical side. If the patient doesn’t know how to relax, this is so because his 
whole muscular system, as was said here, is in a state of spasm. In such 
cases, for instance, it is the best way to begin the treatment by a certain sort of 
massage and by breathing exercises. These methods as we know have been 
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used for a long time by non-medical persons. A great number of these non- 
medical therapists again and again had this experience: persons they had 
brought to relax by their methods began very explosively to talk and to bring 
forward psychic material. The same material which in another way would 
have been brought out by analytic or other methods. 

If we combine these methods, as I think should be done in a great many 
cases, the psychotherapeutic approach can be much easier and the time neces- 
sary for the cure can be considerably shortened. 


Dr. H. FLANpERS DuNBAR (New York, N. Y.).—I want to say very little 
in closing my paper because otherwise I shouid run the risk of wanting to fill 
in all the material I cut out. But I do want to thank Dr. Menninger for 
bringing up this question of etiological studies. Because of limitation of time 
I had tried to cover this question in my one sentence referring to our need of 
more detailed reports of the use of specialized techniques for such study, rather 
than reports of clinical cures by some sort of suggestion or sympathetic 
advice where the mechanisms remain obscure. For example, the question in 
which we are particularly interested, that of why one organ is selected rather 
than another, can be approached only on the basis of many careful studies of 
mechanisms from the dynamic point of view. 

The other aspects of the discussion take us a good deal farther. I can only 
say that if we were to have reported this afternoon a series of papers giving 
adequate attention to dynamic mechanisms (even as we were able to study 
them in the cases reported), we would have had to present an entirely different 
program, either taking more time or covering less ground. I hope sometime 
we will have a program of this sort. 


Dr. Greorce E. Daniets (New York, N. Y.).—I want to thank, first of 
all, the discussors, particularly the three men from the Columbia Medical 
Center for spending an afternoon in coming down and listening to papers 
and for their contribution from the general field. 

I also would like to thank Dr. Menninger for the challenge that he gave, 
because I think it is rather important. I don’t feel amiss myself because I, 
like Dr. Dunbar, have put a phrase in my paper meant to cover the material 
that I have not introduced, because, obviously, if one discussed these various 
factors, it would take a whole afternoon, perhaps, for one case. But I think it 
is very important to stress the very danger that Dr. Menninger stressed and te 
bring out the fact of the difference between therapeutic and etiological 
research. 

We at the Presbyterian are very sorry at the present time that we haven't 
the facilities for doing the type of work that is being done in Chicago on these 
cases by Dr. Alexander’s group. We hope that perhaps sometime we can do it. 
Otherwise, we probably will have to depend on what private analytic cases we 
have to fill in the gaps. But detailed analytic study is something that we are 
working toward and is, of course, important. 
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What I tried to bring out was the fact that from the gross pathology one 
may be able through knowledge of the histopathology of the condition to 
better treat the case. 

I was interested in Dr. von Hattenberg’s remarks regarding the spasm in 
gastro-intestinal cases. I had originally intended in my paper to refer to the 
fact that in many of the gastric ulcers we find pylorospasm and it is important 
in the understanding and treatment of this condition, but I didn’t have time to 
include it. 


Dr. AGNEs Conrap (New York, N. Y.).—I am very sorry that Dr. N. D. C. 
Lewis is not here this afternoon. He tells me he has analyzed 12 hyperthyroid 
patients. In his publications so far, in which he does not give the material in 
detail, he reminds us, as has Dr. Jelliffe, of the fact that the uterus of the 
crab is homologous to the thyroid in the human. I do not find that sort of 
analogy particularly useful in passing on information to medical men as to how 
to handle thyroid patients. I have myself made only three complete analyses of 
these cases, experimenting rather with what can be done in a clinic where I see 
a patient for a maximum of 45 minutes. I appreciate fully the importance of 
deeper analyses for an understanding of their psychiatry, but I am especially 
interested for the present to bring about as rapidly as possible an under- 
standing of the main pattern which can be looked for and give direction to 
policy in handling individual cases. 


Dr. THEODORE P. Woire (New York, N. Y.).—I should like to say only 
one word about the point Dr. Palmer has raised. Even if in all cases of 
hypertension the primary factor were an anatomical change in the arterioles 
(which, as Dr. Palmer himself has suggested, is still very much open to 
discussion), from the point of view which I had primarily in mind, namely that 
of therapy, it can be only of advantage to the patient rather to overestimate 
the psychogenic, the so-called functional component of the disease picture. It 
is of advantage to overestimate this factor because we have definite means of 
influencing this factor, whereas, as already indicated, we have no satisfactory 
medical means of influencing the organic factors. Also, there seems to be no 
doubt that even where organic changes are already established, psychotherapy 
and relaxation can be of help at least in preventing the progress of the disease. 


THE BRIGGS LAW OF MASSACHUSETTS. 


A REVIEW AND AN APPRAISAL.* 
(AUTHOR’S ABSTRACT. ) 


By WINFRED OVERHOLSER, M.D., 


Commissioner, Massachusetts Department of Mental Diseases, Boston, 
Professor of Psychiairy, Boston University School of Medicine. 


In view of the prevalent criticisms of expert testimony, especially 
psychiatric testimony, in criminal trials, a consideration of the 
Briggs Law of Massachusetts appears timely. This law, drafted 
by Dr. L. Vernon Briggs of Boston and enacted largely through 
his efforts in 1921, has been hailed by legal writers as “ one of the 
greatest steps in the introduction of medical thought into the law.” 

Briefly, it provides that any person indicted for a capital offense 
or any person indicted or bound over for trial in the Superior Court 
who has been previously convicted of a felony or indicted more 
than once for any offense shall be reported to the Department of 
Mental Diseases for examination, “‘ to determine his mental con- 
dition and the existence of any mental disease or defect which 
would affect his criminal responsibility.” Two psychiatrists are 
assigned by the Department of Mental Diseases, and are paid a 
nominal fee. The report is filed with the clerk of the Superior Court, 
and is “ accessible to the court, the probation officer thereof, the 
district attorney, and to the attorney for the accused.” 

The significant and unusual features of the law are three in 
number: (1) the examination is conducted by neutral, impartial 
experts; (2) these experts are selected by a professional depart- 
ment of the administrative branch of government, namely, the 
Department of Mental Diseases of the Commonwealth; (3) the 
examination is applicable to all defendants falling within certain 
clearly-defined legal categories, and is not dependent upon the 


* This paper, read at the ninetieth annual meeting of The American Psy- 
chiatric Association, New York City, May 28-June 1, 1934, will be pub- 
lished in full in the Journal of Criminal Law and Criminology. 
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supposed “ recognition” of mental disease by the judge, defense 
attorney, or some other non-psychiatric participant in the pro- 
ceedings. 

In some states provision is made for the appointment of experts 
by the court, or even for the commitment of the defendant to a 
mental hospital for observation. The weakness of these methods, 
however, is that no assurance can be given that insanity will be 
alleged as to the right defendant. The latter may, though psy- 
chotic, not conform to the lay notions of a “ drivelling idiot” or 
“raving maniac” and thus escape detection as a mental case; 
again, the defense may in desperation set up a claim of insanity 
without having serious doubts of the sanity of the accused. For 
these reasons the automatic examination of all defendants falling 
within a specified legal class is decidedly preferable to the hit-or- 
miss method of examination which is dependent upon the alleged 
“recognition ” of a case by jail officers, attorney, judge, or some 
other non-psychiatrist. The advantages of providing impartial psy- 
chiatric testimony have been pointed out. Whether or not the ex- 
pert looks upon himself as an advocate, he is credited by the jury 
with a certain degree of bias, and his evidence is discounted accord- 
ingly. Although the right of the court to appoint experts is gen- 
erally recognized, some judges have objected that they are not the 
best fitted to pass upon the ability and integrity of an expert. The 
delegation of this selection to a non-political body of experts, 
namely, the State Department of Mental Diseases, as is the case 
under the Briggs Law, serves the purpose of relieving the court of 
a possibly unwelcome burden and of assuring the assignment of 
competent psychiatrists. 

The report is not itself admissible as evidence, but is informative 
and being accessible to the counsel for both parties, as well as to 
the court and probation officer, is fair to all concerned. Either side 
may secure the evidence of the examiners by compulsory process. 
No limitation is set upon the right of prosecution or defense to 
introduce other experts, but this right is rarely exercised. 

The essential figures regarding the operation of the law are shown 
in the table on the next page. 

The marked increase beginning in 1927 is clearly traceable to an 
amendment passed in that year which laid upon the probation officer 
the duty of reporting to the clerk the previous convictions and 
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indictments of the defendant if they rendered the latter examin- 
able under the law. It will also be noted that the proportion of 
cases missed has fallen greatly; this is largely due to the cooper- 
ation of the courts. There is likely always to be a certain number 
of defendants who, being on bail, cannot be induced to appear for 
examination. The offenses charged against the defendants who 
were examined are shown in the table opposite. 

What, now, was done with the defendants reported to the courts 
to be mentally abnormal? First, during the three-year period 
ending October 15, 1933, all the 17 defendants reported to be 
“insane ” were committed to a mental hospital. This is, of course, 
as it should be, but it indicates that in those cases at least the court 
not only waited for the report, but acted upon it. The record of 
the cases in which observation was advised is not quite so satis- 
factory ; in 1931, 13 out of 21 recommended were committed for 
observation ; in 1932, 16 out of 26; in 1933, 16 out of 23. In at 
least a few instances the disposition was made before the report 
was received, and it may have been in a few others that sufficiently 
convincing reasons were not set forth in the report to satisfy the 
judge of the desirability of hospital observation. The disposition 
of the non-committed was scattering—penal institutions, probation, 
no bill, not guilty, nolle-prossed, or filed. 

Of the 210 defendants reported as mentally defective 24, or 
11.4 per cent, were committed indeterminately as defective de- 
linquents, whereas 119, or 56.6 per cent, were committed to the 
conventional correctional or penal institutions, and 27, or 12.8 per 
cent, were placed on probation. 

The examiners have been encouraged to confine themselves in 
their reports to statements of psychiatric opinion, thus contributing 
in no inconsiderable measure to the psychiatric education of bench 
and bar, a feature which cannot well be measured or demonstrated 
statistically. 

In those cases in which mental disease is reported, the district 
attorney almost invariably takes steps looking to the defendant’s 
commitment or (in some instances) acquittal “by reason of in- 
sanity.” When the latter procedure has been followed, the verdict 
has been a merely formal one, following upon the briefest of un- 
controverted testimony, and consuming an hour or less instead of 
possibly days of wrangling and of expensive and perhaps conflicting 


| 


WINFRED OVERHOLSER 589 


1934] 


bri of $¢ tol oft Lg1 z ov 

601 gz 1¢ 6S¢ ISI ¢ Lig 

tor ze 611 gSz ¢ ze If61 
(s1eah Z) 

Loz $g tg gift oz cY bog of61-6261 
(ssead ZL) 

6¢ 6z Lv gti gzI 9 1fz gz6I-1z61 


| | 

| | 

| | 

| 


590 THE BRIGGS LAW OF MASSACHUSETTS | Nov. 


evidence. The saving in time and expense, and the obviously greater 
fairness to the defendant, need not be argued. Whatever the pro- 
cedure, the prolonged segregation of the defendant is certain— 
either he is returned to court if recovered or (in the event of acquit- 
tal) is released by the governor and council only upon written 
recommendation of the Department of Mental Diseases. If ob- 
servation in a mental hospital is recommended, steps are usually 
taken by the district attorney to have the defendant committed for 
a period of observation limited to 35 days; if found not psychotic 
he is returned to court ; if suffering from mental disease, the court 
authorizes his detention “until restored to sanity.” These pro- 
cedures, except the acquittal by reason of insanity, are relatively 
informal, and require no jury, nor, indeed, sworn medical testimony. 
That the proportion of cases in which these procedures have been 
followed when indicated by the reports has shown a steady increase 
demonstrates the growing understanding and cooperation on the 
part of the judges and district attorneys. 

The procedure if the defendant is reported mentally deficient is, 
as we have seen, more likely to be unaffected by the reports. The 
probation officer may petition for his commitment as a defective 
delinquent, or may consider him a proper candidate for probation. 
In some cases the report of mental deficiency or “ borderline in- 
telligence ” has been used by the district attorney as a basis for 
accepting a plea of guilty to a lesser offense than the one charged ; 
in at least one instance, too, it has been successfully used as the 
basis of a plea to the governor for commutation of sentence. It is 
unfortunate that the defective delinquent law, a valuable bit of 
legislation, is not used more than it is; it seems unbelievable that 
the desirability of indeterminate segregation of this group will not 
eventually be generally recognized. 

The preliminary determination of the defendant’s mental con- 
dition has avoided numerous expensive trials, a fact alone which 
justifies amply the existence of the law. Quite aside from the fairer 
treatment of the mentally disordered defendant which is assured 
by the Briggs Law, the trivial cost of administering the law has 
been saved many times over. 

The law has been considered by the Supreme Judicial Court of 
Massachusetts in several cases, but its constitutionality has never 


| 
| 
| 
| 


1934 | WINFRED OVERHOLSER 591 


been directly decided. There is no reason, however, to doubt that 
it fulfils all constitutional requirements. 

What now, in summary, may we safely say about the Briggs 
Law? By providing an impartial and competent mental examina- 
tion of certain legal classes of persons accused of crime in advance 
of trial, it has furnished to court, prosecution and defense infor- 
mation as to the defendant’s mental condition, and by so doing has 
avoided the expense of numerous costly trials; it has reduced to a 
negligible number the “ battles of experts ” which have in the past 
brought discredit upon psychiatric expert testimony; it has pro- 
tected the rights of the psychotic or otherwise mentally incompetent 
accused who might without it have gone unrecognized ; it has served 
in numerous cases to indicate a disposition which was more desir- 
able socially and more in accord with justice and fairness to the 
defendant than would have been the routine and mechanically- 
determined one which would ordinarily have been meted out ; finally, 
it has aided in the process of educating judges, prosecutors, and the 
bar generally to a realization of the value of psychiatry as an aid 
in the individualization of justice. No law is perfect, and no law is 
self-administering, but even with the few defects of functioning 
(most of them non-essential) which have already been pointed 
out, it is no exaggeration to say that the Briggs Law represents the 
most significant step yet taken toward a harmonious union of 
psychiatry with the criminal law. 
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THE MILLER DELUSION. 
A CoMPARATIVE Stupy IN Mass PsycCHOLocy. 


By SIMON STONE, M.D., 
New Hampshire State Hospital, Concord, N. H. 


Mental disease has expressed itself in varied forms during 
different periods in history, depending upon the cultured status, 
religious beliefs and superstitions of the people and upon factors 
in the immediate or more distant environment. During the middle 
ages epidemics of mental affliction were frequent, though the rate 
of propagation from one community to another was rather slow. 
Also the types of epidemics varied in different centuries and in 
different countries. Climatic changes, plagues, changes in religion, 
all wrought unease and discord in susceptible minds. 

Within the last century, hysteria, with its multiplicity of symp- 
toms, made famous by Charcot and his disciples, was a frequently 
noted malady. Chronic invalidism of hysterical origin, amongst 
women of Old and New England, became the bugbear of every 
practitioner of medicine.’ It was only through chronic invalidism 
that certain female members of the family were able to obtain 
some attention to themselves. The emancipation of women, their 
increased financial independence as the result of the machine age, 
produced a striking diminution in the number of invalids. The 
change in the attitude of the public towards mental institutions 
also had its influence. No longer is the chronic invalid kept at 
home at the expense of the happiness of the entire family. The 
subconscious motivation and wishes for chronic invalidism, 
usually related to the family and close environment, disappear 
when the patients are faced with committal to an institution where 
they may expect to receive treatment but not excessive sympathy. 
The specter of hospitalization has tended to decrease even the 
number of those whom financial independence did not arouse. 
High tension living, however, has substituted the fatigue and 
anxiety neuroses for hysteria. This again should be considered 
only temporary, probably to be replaced by another type of 
neurosis as new changes in environment supervene. 
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Religion also at one time played a much greater part in human 
affairs, as graphically portrayed by Matthew Arnold in his poem 
Dover Beach: 

The sea of faith 

Was once, too, at the full, and round 

Earth’s shore 

Lay like the folds of a bright girdle furled. 

But now I only hear 

Its melancholy, long, withdrawing roar, 

Retreating, to the breath 

Of the night wind, down the vast edges drear 

And naked shingles of the world. 
Heaven and hell were more concrete then, something to be an- 
ticipated or feared. Men gave more time to meditating over 
religious matters and mental disorders caused by over-zealousness 
in religion were of frequent occurrence. Modern times have left 
little opportunity for religious contemplation, thus reducing the 
number of psychoses caused by religious doubts and scruples. 

Burton,? the inimitable classicist of mental disease, devoted one- 
eighth of his magnum opus, The Anatomy of Melancholy, to a 
discussion of religious factors in mental ailments. He collected, 
in his uncritical manner, all the information available up to his 
period and gave a clear and complete description of the symptoms 
of religious melancholy. 

“That there is such a distinct species of love-melancholy,” 
he states, ‘no man hath ever yet doubted; but whether this sub- 
division of religious melancholy be warrantable, it may be con- 
troverted. I have no pattern to follow, as in some of the rest, no 
man to imitate. No physician hath as yet distinctly written of it, 
as of the other; all acknowledge it a most notable symptom, 
some a cause, but few a species of a kind.” This introduction is 
followed by a description of the symptoms, some to be quoted, to 
be later compared with actual case records. 

“Some seem to be inspired by the Holy Ghost, some take upon 
them to be prophets, some are addicted to new opinions, some 
foretell strange things concerning the state of the world, Anti- 
christ, saith Gordonius. Some will prophesy of the end of the 
world to a day almost, and the fall of the Antichrist, as they have 
been addicted or brought up; for so melancholy works with them 
as Laurentius holds. 
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“To purge the world of idolatry and superstition, will require 
some monster-taming Hercules, a divine A¢scupalius, or Christ 
himself, to come in his own person, to reign a thousand years on 
earth before the end, as the millenaries (those who expect the 
millennium) will have him,” he states in his description of cures 
for religious melancholy. “ Continual meditation of God’s judg- 
ment troubles many. Many, for fear of the judgment to come, 
saith Guatinerius, in their uncertainty, are desperate.” 

After the French Revolution, with its coincident change in the 
religious state of the French people, a corresponding drop in the 
number of psychoses of religious origin also took place. Combe * 
wrote in 1830: “ At an earlier period in French history (before 
the Revolution) Pinel had ascertained no less than 25 out of 113 
cases to have arisen from religious enthusiasm carried to excess. 
Much alarm has unnecessarily been expressed by seriously disposed 
persons at the assertion that madness can ever be caused by in- 
dulgence of devotional or religious feelings, to whatever excess 
these may be carried; and no little obloquy has been thrown upon 
those observers whose experience has compelled them to state 
the facts. Even in France, where religion is certainly not culti- 
vated with extreme ardour, public opinion on this subject was so 
strong some years ago, that Pinel, then the head physician of the 
largest asylum in Europe, and the best acquainted with the fact 
and history of insanity, was so much afraid to brave the censure, 
while on one hand, he expressed his conviction that ‘ nothing is 
more common in hospitals than cases of alienation produced by 
too exalted devotion, by scruples carried to a destructive excess, or 
by religious terrors’; yet felt constrained, by public opinion, ‘to 
suppress his daily notes, containing a mass of details of this kind 
which has come under his observation and to take his examples 
elsewhere than in his own country’ or, in other words, from the 
works of English authors.” 

Dr. Burrows * wrote in 1828: “In France where it is evident 
that the sense of religion is still very faint, except among old 
people, we have the authority of Esquirol that religious fanaticism, 
which formerly occasioned so much insanity, has almost ceased 
to have any influence. In more than 600 lunatics in La Salpetriére 
he discovered only eight; and in 337 admitted into his private 
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asylum he recognized only one whose malady was supposed to 
arise from that cause.” 

Epidemics of mental disease made their appearance at different 
periods in history when conditions were ripe for their develop- 
ment. The hysterical, the feebleminded, the emotionally unstable, 
under enthusiastic leadership make an easy prey for the various 
healers, prophets, soothsayers and other cultists. After an epidemic 
is in full swing even the more stable have difficulty in holding their 
mental equilibrium against the attraction of a popular delusion. 
Religious epidemics of mental disease were of frequent occurrence 
in periods when religion was a greater factor in human lives. The 
middle ages, with their reign of superstition, ignorance and blind 
religious beliefs, and the various epidemics of disease that nearly 
exterminated the population of Europe, offered a fertile ground 
for their spread. An epidemic of religious mania traveled slowly, 
sometimes centuries elapsing before another country was affected, 
but always tending to affect multitudes. The religious basis was 
often obscured by excessive and exalted bodily movements, at 
times of a masochistic character, as scourging and flogging, dancing, 
jumping, shaking and rolling. The erotic phase of religious excite- 
ment also became evident then. The Flagellants of the thirteenth 
century, the Shakers, Quakers, and Holy Rollers at later periods, all 
expressed different phases of religious enthusiasm. 

The slow spread of some epidemics is illustrated by the epidemic 
of tarantism, which originated in Italy in the twelfth century and 
under different names held sway over different parts of Europe 
for centuries. In Germany it was known as St. John’s or Saint 
Vitus’ Dance. Tarantism was supposed to have been caused by 
the bite of a spider, the tarantula. It was ushered in by a state of 
depression, only said to be relieved by the music of the tarantella. 
Under its sounds those affected became aroused, danced and 
shouted with joy till completely exhausted. Others became depressed 
“as if pining away with some unsatisfied desire, spent their days 
in the greatest misery and anxiety. Others, again, in morbid fits of 
love cast their longing looks on women, and instances of death 
were recorded which are said to have occurred under a paroxysm 
either of laughing or weeping.” ° 

An account of St. Vitus’ Dance is given by Burton ® in his 
Anatomy of Melancholy. “ St. Vitus’ Dance ; the lascivious dance, 
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Paracelsus calls it because they that are taken with it, can do 
nothing but dance till they be dead, or cured. It is so called for 
that parties so troubled were wont to go to S. Vitus for help, and 
after they had danced there a while, they were certainly freed. 
‘Tis strange how long they will dance, and in what manner over 
stools, forms, tables; even great bellied women sometimes (and 
yet never hurt their children) will dance so long that they can stir 
neither hand nor foot, but seem to be quite dead. One in red 
clothes they cannot abide—musick above all things they love, and 
therefore magistrates in Germany will have musicians to play to 
them and some lusty, sturdy companions to dance with them. 
Felix Platerus reports of a woman, in Basle, whom he saw, that 
danced a whole month together.” 

“At Strasbourg hundreds of folks began 

To dance and leap, both maid and man, 

In open market, lane or street, 

They skipped along, nor ceased to eat 

Until their plague had ceased to fright us 

’Twas called the dance of Holy Vitus,” 
so describes an old German chronicle this epidemic. 

Nature frequently seemed to have conspired in stirring up 
troubled minds through the advent of some unnatural phenomena 
as earthquakes, solar eclipses, volcanic eruptions, showers of 
meteors and shooting stars. Epidemics of plague, St. Anthony’s 
fire and syphilis have frequently preceded or precipitated the 
epidemic of mental disease or religious excitement. 

As mentioned previously the rate of propagation of some 
epidemics from one country to another was so slow at times, that 
under a slightly different guise, the previous origin of the epidemic 
frequently was overlooked. The flagellants or scourgers of 13th 
century Italy do still have their followers in various cults in 
England and in the United States, under different names. The 
belief in the millennium, as mentioned by Burton, has cropped up 
in different periods in history, even to modern times, and each 
time has caused suffering and disappointment to its believers. 

Although the new world gave birth to no new religion, a number 
of old world cults, changed to meet the requirements of the 
country of their adoption, found ardent followers here. The 19th 
century saw the rebirth of a number of cults, some meteoric in 
their appearance and extinction, others more lasting. Amongst 
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the former the Second Day Adventists or Millerites rank first, 
while Mormons and Christian Scientists rank amongst the latter. 

This year marks the goth anniversary of the climax of Second 
Adventism, or as then called Millerism, as thousands of believers 
in the immediate coming of the millennium were doomed to dis- 
appointment, despair, even insanity when the prophecies of William 
Miller failed to materialize. 

“Current popular delusions,” wrote Dr. Andrew McFarland, 
superintendent of the New Hampshire State Hospital, in his an- 
nual report in 1852, “‘ usually leave the most enduring traces on 
the records of lunatic hospitals. The first page of entries on the 
folio records of the asylum commencing with the 29th of October, 
1842, and terminating February 25, 1843, is a page of instructive 
history that has no precedent or analogy. History records many 
instances of the insanity that has affected multitudes, but all 
failed to leave so sad a history written as this volume will preserve 
of the Miller delusion which was just reaching its acme as the 
doors of this institution were thrown open to receive its infatuated 
victims.” 

Oftentimes when the suffering of the populace was aggravated 
by wars, epidemics, earthquakes, hunger and droughts and the 
human mind failed to find an adequate explanation for these oc- 
currences, some believers would see in them an expression of the 
wrath of God meted out on mankind for their sins, while others 
would see portents of the millennium. Waves of revival of the 
belief in the millennium would crop up with each new generation, 
the experiences of the past being forgotten during the time of 
revival. England has experienced a number of waves of millen- 
narianism, the last one occurring in the end of the 18th century. 
As usual the repercussion was felt, at a later date, in the United 
States, where it was given a new interpretation by the apostle of 
this new revival, William Miller. The sect of the Second Day 
Adventists or Millerites gained its greatest number of followers by 
the year 1843 when according to Miller’s prophecies the end of 
the world was to come. The movement, although requiring 10 
years to develop, finally spread over the entire eastern part of the 
country. The disappointment of the believers was so great when 
the prophecies failed that its results were felt for many years 
afterwards. 
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Clara E. Sears,’ in her book Days of Delusions, gives an excel- 
lent account of this period, the excitement that spread through the 
states, and the final collapse of this meteoric sect. The height of 
the religious excitement was reached in 1843, and the early part 
of 1844, but for many years current literature contained references 
to the happenings to some of the victims. Many a family found 
themselves penniless because they had given away their property 
when thew saw no need for keeping it any longer. For some the 
mental strain was too great, and a refuge in the newly opened 
insane asylums in the eastern part of the country formed a timely 
conclusion to their difficulties. The western part of New York 
State, Vermont, Massachusetts and New Hampshire suffered the 
most. Although the belief also extended into Pennsylvania and 
farther west. 

The newly published AMERICAN JOURNAL OF INSANITY in the 
January, 1845, issue contains the following article by the editor, 
Dr. Amariah Brigham : 

“ By Millerism is understood the religious doctrine of the im- 
mediate destruction of the world—which has been extensively 
taught in this country by Mr. Miller and others, for two or three 
years past. 

“ We do not intend to give a history of it, or to show that it is 
but the revival of a delusion which has often prevailed before to 
the great injury of the community. The evil results from its 
recent promulgation are known to all, for we have scarcely seen 
a newspaper for some months past but contains accounts of 
suicide and insanity produced by it. 

“Before us is a paper from the interior of this state, published 
in November, which says, ‘Our exchange papers are filled with 
most appalling accounts of the Miller Delusion. We hear of 
suicide, insanity and every species of folly.’ Another, a Boston 
paper, makes a similar remark and says, ‘ One lady, one gentleman, 
belonging to this city, were committed to the insane hospital last 
week from the influence of this horrible delusion. The man cut 
his throat but was stopped before he severed the large blood 
vessel. Another man cut his throat from the same cause, causing 
instant death.’ 

“Like accounts we find in the Connecticut, Philadelphia, Balti- 
more and other papers. To this we might add that we have seen 
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a considerable number of individuals who became deranged upon 
attending the preachings of this doctrine, most of whom have 
recovered, though we have some now under our care whom we 
consider incurable, and have admitted two deplorable cases within 
a few days. 

“ By looking at the reports of the lunatic hospitals, in the 
northern states, we notice that into three of them, 32 patients were 
received during the last year, whose insanity was attributed to 
Millerism. 

“ Allowing something for the exaggeration and mistakes in the 
accounts of the evils that have resulted from the inculcation of 
this doctrine, it must be evident to all that they are alarming. But 
in our opinion the country has as yet seen only a small part of the 
evils this doctrine has produced. Thousands who have not yet 
become deranged, have had their health impaired to such a degree 
as to unfit them for the duties of life forever; and especially is 
this the case with females. The nervous system of many of those 
who have been kept in a state of excitement and alarm for months, 
has received a shock that will predispose them to all the various 
and distressing forms of nervous disease and to insanity, and will 
also render their offsprings born hereafter, liable to the same. 

“We have no hesitation in saying that in our opinion, the 
prevalence of the yellow fever or of the cholera has never proved 
so great a calamity to this country as will the doctrine alluded to. 

“In connection with this subject, we beg very respectfully to 
suggest to all religious denominations, the propriety of lessening 
the number and frequency of protracted religious meetings, and 
especially of those held in the evening and night. We are con- 
fident, that although some good results from them, much evil does 
also. They prepare many to entertain the delusions referred to, 
by creating an excitement bordering on disease, and unfitting the 
mind to contemplate important subjects calmly. They also seri- 
ously impair the health of the clergy, and unfit them for other 
duties. We ourselves may be more sensitive upon this subject than 
others, as we live in the midst of many, who, a few years since, 
were among the most worthy and pious of the land, and who are 
now and probably will be while they live, tenants of a lunatic 
asylum. According to our observation, the greatest number of 
such cases occur among those who have been pious, but who 
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having become excited, agitated and worn down by attendance, 
week after week, on night religious meetings, until their health 
became impaired; they then began to doubt their own salvation, 
and finally despaired of it, and becoming decidedly deranged, were 
conveyed by their beloved friends to our care, and often to prevent 
self-destruction.” 

William Miller, the apostle of Second Adventism, is a very 
interesting figure in the religious history of this country. Unlike 
his contemporary, Joseph Smith, the father of Mormonism, William 
Miller was an honest man, firmly convinced of the truth of his 
prophecies and at first not at all interested in proselyting. 

His religious development bears a great resemblance to that of 
Tolstoy, who also in his search for salvation finally found in a 
literal interpretation of the New Testament the solution for all 
ills of mankind. Brought up under different conditions and in 
different environments, one a poor farmer’s son, the other a scion 
of Russian nobility, both, in their attempts to find an answer to 
the eternal question of the reason for human existence resorted 
to blind faith when logic seemed to fail. 

Apparently their close contact with death (Tolstoy in the 
Sevastopol War and Miller in the Anglo-American War of 1812) 
raised apprehensions about the futility of life, which later changed 
the course of their own lives and also of thousands of their 
followers. 

There was nothing in the early life of William Miller to suggest 
his future leadership of a religious movement. He was born in 
1782 in Low Hampton, Vt., the son of a farmer. He did not 
receive a regular education but read the works of the radical writers 
of his period, Voltaire, Paine and Hume. He was considered an 
atheist as he frequently would laugh at the religious beliefs of 
his family. Apparently this reading stirred up some new ideas in 
his mind. He writes about his youth in his memoirs as follows: 
“In the meantime I confined my studies to storing my mind with 
historical knowledge. The more I read the more dreadfully cor- 
rupt did the character of man appear. I could discern no bright 
spot in the history of the past. Those conquerors of the world 
and heroes of history were apparently but demons in human form. 
All the sorrow, suffering and misery of the world seemed to be 
increased in proportion to the power they attained over their 
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fellows. I began to feel very distrustful of all men. In this state 
of mind I entered the service of my country. I fondly cherished the 
idea that I should find one bright spot at least in the human 
character as a star of hope; a love of country-patriotism.” * His 
war experiences, as in the case of Tolstoy, apparently left an 
indelible impression on his mind. 

The death of a friend in the army, whose last moments he 
witnessed, produced the following reaction. He wrote to his wife 
then: 

“ But a short time and like Spencer (his friend) I shall be no 
more. It is a solemn thought. Yet could I be sure of another life 
there would be nothing terrific ; but to go out like an extinguished 
taper is insupportable—the thought is doleful. No! rather let 
me cling to that hope which warrants a never-ending existence—a 
future spring where troubles shall cease and tears find no con- 
veyance ; where never-ending spring shall flourish, and love, pure 
as the driven snow, rest in every breast.” § 

His return to the farm in 1815, after his discharge from the 
army, brought no change in his mental state; it even tended to 
aggravate matters. The lonesome life of a New England farm 
seemed always to have predisposed towards excessive self-analysis 
and self-absorption. Paranoid ideas are also more frequently noted 
there than in city inhabitants of the same section of the country. 
Miller was left alone all day working by himself, with no one to 
share his doubts and apprehensions. He dared not disclose his 
ideas for fear of being considered queer. The ideas of greatness 
and the will to power, so frequently manifested in the conscious 
and subconscious wishes of early paranoias, in his case failed to 
materialize, and his disappointment is expressed as follows: ‘‘ My 
life became too monotonous. I had lost all the planning prospects 
which in youth I expected to enjoy in riper years. It appeared to 
me there was ncthing good on earth. Those things in which I 
expected to find solid good had deceived me. I began to think 
man was nothing more than a brute, and the idea of hereafter was 
a dream; annihilation was a chilling thought; and accountability 
was sure destruction to all. The heavens were as brass over my 
head, and the earth as iron under my feet. Eternity! What was 
it? And death, why was it? The more I thought, the more 
scattered were my conclusions. I was truly wretched, but did not 
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understand the cause. I murmured and complained, but knew not 
of whom. I felt there was a wrong, but knew not how or where to 
find the right.” § 

He was passing through the stages of religious experience 
traversed by many thinking men who have lost the faith of their 
youth and yet failed to find an adequate substitute. Tolstoy and 
Renan, Papini and Heine, all passed through similar phases. This 
turn he records as follows: 

“T asked him, a friend, his opinion respecting our condition in 
another state. He complied by comparing it to that of a tree, 
which flourished for a time and turns to earth; and to that of a 
candle which burns to nothing. I was then satisfied that deism 
was inseparably connected with, and did tend to the denial of a 
future existence. And I thought to myself that rather than embrace 
such a view I should prefer the heaven and hell of the scriptures, 
and take my chances respecting them.” This was a solution for 
his difficulties and a very satisfactory one as he notes further. “ It 
seemed to me that there might be a being so good and compassion- 
ate as to atone for our transgressions, and thereby save us from 
suffering the penalty of sin. I saw that the Bible did bring to view 
such a Savior that I needed. I was constrained to admit that the 
Scriptures must be a revelation from God. They became a delight, 
and in Jesus I found a friend. The Savior became to me the 
chiefest among the thousands; and the Scriptures, which before 
were dark and contradictory, now became the lamp to my feet, 
and light to my path. My path became settled and satisfied.” 

Having given up his agnosticism in his desire to find peace for 
his mind, he turned now to reading the Bible, accepting everything 
literally. Before long he became enmeshed in the prophecies of 
Ezekiel and Daniel about the millennium and with the same en- 
thusiasm that he formerly displayed in his iconoclastic studies he 
now devoted himself to figuring out the exact date of the coming of 
the millennium. After 18 years of work on charts and figures he 
set the year 1843 as the time for the Second Advent of Christ. At 
first he hesitated to confide in anybody, but before long the urge 
to share his knowledge with others became so great that he could 
hold out no longer. He writes then: “ The duty of presenting 
the evidence of the nearness of the Advent to others—which I 
managed to evade while I found the shadow of an objection 
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remaining against the truth—again came home to me with great 
force. I had previously only thrown out occasional hints of my 
views. I then began to speak more clearly to my neighbors, to 
ministers, and others. To my astonishment I found very few who 
listened with any interest. When I was about my business it was 
constantly ringing in my ears—‘Go and tell the world of their 
danger!’ I felt that if the wicked could be eventually warned 
multitudes of them would repent.” ‘ 

A case of religious paranoia was gradually developing, entirely 
unnoticed as such by friends and neighbors, except probably for 
an occasional remark that William Miller is somewhat peculiar. 
The conflict between the urge of sharing his knowledge with the 
fear of being ridiculed was solved when he heard a voice telling 
him to go and preach. “ The impression was sudden,” he writes 
about his auditory hallucinations, ‘‘ and came with such force that 
I settled down in my chair saying, ‘I can’t go, Lord!’ ‘ Why 
not?’ seemed to be the response; and then all my excuses came 
up—my want of ability, etc.; but my distress became so great | 
entered into a solemn compact with God that if he would open 
the way I would go out and perform my duty to the world. ‘ What 
do you mean by opening the way?’ seemed to come to me. ‘ Why,’ 
I said, ‘if I should have an invitation to speak publicly in any 
place, I will go tell them what I find in the Bible about the Lord’s 
coming.’ Instantly all my burden was gone.” * 

Shortly after his experience he received an invitation to preach 
in a neighboring small country church. The impression made by 
him on the simple minded church goers was remarkable. His 
fame spread over the countryside, and his air of conviction and 
firm belief in the truth of his prophecies left no doubt in the minds 
of his listeners that he was God inspired. A new religious move- 
ment had begun, and his success in stirring up minds only tended 
to confirm William Miller in the accuracy of his calculations and 
further stimulated his imagination. In 1832 he wrote, “I am 
satisfied that the end of the world is at hand. The evidence flows 
in from every quarter. The earth is reeling to and fro like a 
drunkard. Is the harvest over and past? If so soon, very soon, 
God will arise in his anger, and the vine of the earth will be 
reaped. See! See! The angel with his sharp sickle is about to 
take the field. See yonder trembling victims fall before his pesti- 
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lential breath. High and low, rich and poor, trembling and falling 
before the appalling grave, the dreadful cholera.” 

Many social, political, and religious reformers make their ap- 
pearance in every generation, intent on changing the social order 
to suit their own ideas. Some are considered cranks, others are 
suspected of suffering from mild mental conditions bordering on 
paranoia, but the majority of them because of their harmlessness, 
are allowed to remain at large. Even when successful, they 
usually have very few followers. Occasionally, when the period is 
ripe for the coming of a new prophet, the former crank and 
visionary becomes the leader of a new movement. The ideas 
expressed by him which at another time would have remained 
unnoticed, or would be passed over as a crank’s expostulations 
begin to attract attention and followers. When William Miller 
began his preaching the section where he lived—western New 
York and adjacent Vermont area—was passing through a period 
of religious excitement. From England a wave of revivalism spread 
to the eastern part of the United States. Joseph Smith was agitat- 
ing the troubled waters with his Latter Day Saints notions. In- 
creased religious activity was also noted amongst the Shakers 
and other religious sects in the same section of the country. Even 
natural phenomena seemed to indicate that not all was well in 
heaven. An avalanche of large meteors made its appearance in 
1833 and attracted widespread attention and consternation as a 
sign of the end of the world. A comet of unusual magnitude and 
brilliance, visible even in the daytime, appeared in the skies in 
1843, the year set by William Miller for the millennium. 

Although at first Miller confined his lecturing to small com- 
munities, his fame soon spread and he was invited to lecture in 
larger cities. A number of his proselytes began to lecture about 
the end of the world and soon the entire East was affected. At the 
height of the excitement at least 50,000 people believed fully in 
his prophecies and many others, though they did not proclaim 
themselves as followers, entertained the same fears and attended 
Millerite meetings. Miller was invited to lecture in Boston, Philadel- 
phia, New York, Portland and other more distant cities and towns, 
and in New Hampshire he lectured in Franklin, Concord, Exeter, 
Wilmot and Andover. Some communities were entirely over- 
whelmed by fear of the day of judgment. In Portland, Me., a 
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number of rum shops were turned into meeting rooms by their 
proprietors. Gambling establishments were in some places burned 
down by their owners. Wherever Miller or his followers failed 
to penetrate, literature and pamphlets were sent explaining his 
prophecies in no uncertain terms. The following is an extract 
from one of his pamphlets and was written by himself: “ That 
Christ will appear a second time in the clouds of Heaven some- 
time between 1843-1844; that he would then raise the righteous 
dead and judge them together with the righteous living, who would 
be caught up to meet him in the air; that he would purify the earth 
by fire causing the wicked and all their works to be consumed in 
the general conflagration, and would shut up their souls in the 
place prepared for the devil and his angels; that the saints would 
live and reign with Christ in the new earth a thousand years, and 
then Satan and the wicked dead would be raised, this being the 
resurrection, and being judged would make war after the saints, 
be defeated, and be cast down to hell forever.” These pamphlets 
were widely circulated and together with nightly camp meetings 
tended to keep the public excitement at a high pitch. Auditory and 
visual hallucinations were frequently reported. Seeing angels and 
hearing the flutter of their wings were of common occurrence. 
Many climbed hill tops or trees to be ready to fly when the call 
came. Numerous accidents were caused by falls from high places. 
Mild and serious mental upsets were frequent in the emotionally 
unstable. Only a small number were confined to the newly opened 
“insane asylums.’ 


In Massachusetts where the epidemic was less 
marked, the number of admissions was less than in New Hampshire 
where the state asylum at Concord was opened at the time when 
the epidemic was reaching its peak. Only the cases which families 
were unable to care for any longer at home were brought into the 
asylum. During the first year more than a fourth of all admissions 
were thought to be caused by overindulgence in religious thoughts. 
Dr. Chandler was then superintendent, and in his reports he gives 
free expression to his feelings in regard to the seriousness of the 
epidemic. 


The following case reports give Dr. Chandler’s records of the 
patients admitted; and Millerism is listed by him as the pre- 
cipitating cause in every one. The first patient admitted to the 
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New Hampshire State Hospital on October 28, 1842, suffered 
from Millerism and for several years afterwards patients continued 
to be received suffering from the after effects of this delusion.* 


CasE REPporTS. 


Case 1. Hospital No. 1—Admitted October 29, 1842; discharged January 
5, 1843; improved. 

W. C., of Tuftonboro, aged 35, of nervous and bilious temperament, of 
large bony and muscular frame, came into the asylum October 29, 1842. 
He is a farmer of comfortable means and always has his work done in 
season, is married, and has three sons. His father was well off in the world 
and William’s education was attended to. He was known as a good man 
and neighbor. He was a member of the Orthodox church and he was dis- 
tinguished for his gifts in public prayer. His aunt and a sister have been 
insane. 

A protracted Second Advent meeting was held in the vicinity and he 
attended. He took part in the meetings. Said he could do his own preach- 
ing and was Jesus Christ himself. He soon became noisy and at times 
violent. Not generally disposed to do injury to persons or things, would 
preach to his family at home for hours. He would do as his wife wished 
until he became so bad that she did not feel safe without calling in the 
neighbors. He then became jealous of her. 

He was brought to the asylum with irons on his ankles and wrists, after 
being insane about two weeks and getting daily worse. 

He was bled by their physician in the arm and head without apparent 
benefit. The medicines prescribed at the asylum were deobstruents and nar- 
cotics, the last to the controlling effect, and after about eight weeks seemed 
to be improving favorably and during the last three weeks of his residence 
was quiet and improving. 

Soon after his arrival at the asylum he said that he had been under 
long enough and was worse, demanded to have the doors opened, that the 
building was his and that he was God himself. He took a small looking glass 
and dashed it in pieces and said when asked what he broke the glass for, “ to 
show you that I am the great ‘I am’ and have the power.” Supposing it 
necessary that he should have some personal restraints, we, after some con- 
siderable opposition, put on his wrists some confinement, such as he had worn 
at home. Not long after he pressed to go out of the gallery and again I 
had to try my strength with him. He at last found that it was in vain for 
him to go out when I was present. He then looked at me and said to himself, 


* Space limitation prevents reproducing the complete records of Dr. 
Chandler, as some of them were of considerable length and extended for a 
number of years. Most of the progress notes were eliminated and some cases 
abbreviated wherever possible. These reports represent, however, direct quota- 
tions from the original records. 
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“T believe you are the strongest and you must be God,” since which time 
he has called me God and Father and after a few days called me Father 
so familiarly that he supposed I was his own father who died 14 years ago 
and who had come to life or whom he had risen from the grave. And after- 
wards he called me Brother Blake and before he left thought and indeed 
knew my name was Chandler, but I resembled the Blakes very much. 

Sometimes his thoughts were connected but often his language uncon- 
nected, incoherent, vulgar and profane. At such times he said he was happy 
for it was the voice of God speaking through him. This kind of preaching 
and singing gradually grew less, and for the last two weeks he was hardly 
heard. He said that he conversed with his wife daily. He often spoke or 
hollered to his wife, “‘ Hannah, why don’t you come in here,” and would 
turn up his head to listen. He must have had false hearing as he spoke of 
ringing in his ears and noises. He was not disposed to read even the Bible. 
When not singing, or preaching, or walking fast he would sit still much of 
the time. 

June, 1843. Heard that he was better, attending to his affairs, but not well. 


Case 2. Hospital No. 4.—Admitted November 18, 1842; discharged Decem- 
ber 17, 1842; recovered. 

E. H., of Concord, came in November 18, aged about 54, of small stature, 
light complexion, red hair, large preponderance of the nervous in his tempera- 
ment but moderate or guarded in his movements and conversation. Some 
14 years ago was for a short time insane and very violently so, soon after he 
was admitted to the church. Has a large family, some children by each wife, 
lived pleasantly with the first. The second has not assisted him much, as 
he says, to get along, she having many years been deranged which made 
his home at times very trying to him. He has labored hard of late on his 
land and formerly at a cooper’s trade. For some time has been reading the 
Second Advent books lent to him by a neighborly woman who manifested 
great interest in snatching his soul from the great conflagration that is to be 
next spring. He labored hard and probably took cold, for he afterward 
said that he worked some nights most all night. Was sleepless and lost 
his appetite for two or three weeks. Soon he became violent, knew not what 
he was about, carried live coals about the house in his hands, threatened 
violence. Eight men came with him to the asylum. He came in bound hand 
and foot. When unloosed he stamped, struck whoever was in his reach. 
He was cold and covered with charcoal. Eyes red, pulse small and fre- 
quent, tongue covered with thick brown fur. For some days he continued to 
repeat certain words or make certain sounds. At times he appeared frightened. 
Afterwards said that he had the impression that Kearsarge Mountain was 
going to tumble down on him. For several days and nights he was uncon- 
scious of the calls of nature or what he did or said. 

He took blue pills and narcotics and deeming him in dangerous state, 
I requested that his family physician might see him. Dr. Carter advised 
calomel at night and rhubarb in the morning, but not having either in the 
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house he continued his former prescription. After about eight days the 
secretions changed favorably. In three weeks became calm and fat. Neighbors 
say they have not seen him look and appear so well in a long time. 


Case 3. Hospital No. 8—Admitted December 1, 1842; discharged April 1, 
1843; recovered; readmitted October 20, 1853 (No. 1117). 

I. B. Y., of Wilmot, came to the asylum December 1, 1842. Has been 
insane one week. His grandfather was at the time he “ experienced religion ” 
insane about three months. Has been a hard working farmer and is one of 
the selectmen. Married. For several months he spent much of his time in 
attending meetings and examining the Bible to prove the Second Advent 
doctrines. He became suspicious of his friends and family and jealous. He 
assaulted his father with a stick of wood and injured him severely. 

Was bled and purged at home and then brought to his father-in-law’s, 
Dr. Charles Thompson, who gave him a lobelia emetic. He remained with 
the doctor only one night. Four men brought him to the asylum. 

He looked anxious and when opposed ferocious. Eyes wide and staring, 
breathed hurriedly and was agitated. Said he was Jesus Christ. He refused 
to take off his outer garments and in our doing so made great muscular 
exertion and was very desperate in his feelings. We put wristbands on 
to him. At times he was frightened and cried out in great alarm, “ You are 
a going to kill me.” “Dr. T. tried to kill me” and the like. For a few days 
he was at times as maniacal and desperate as a man could be. 

Blue pills and narcotics were given, he vomited and was purged freely 
and appeared relieved in the course of a week. He said that my powerful 
medicine entirely removed the tightness he had at the stomach. He soon 
began to eat and sleep well and regained his flesh. His mind became calm. 
Read, played checkers and appeared grateful for the care taken of him and 
in all respects was well. Left December 13. 


Case 4. Hospital No. 9.—Admitted December 2, 1842; 29 years old; 
single; discharged April 1, 1843 as recovered. Readmitted September 27, 
1843 (No. 116). 

L. D., insane one week, caused as friends suppose by religious excitement 
as it came on during a religious excitement which was engaged in. Two 
years ago was at McLean nine months, brought on then by taking cold. 
She has now amenorrhea. For some time before this attack, P. Noyes, with 
whom she had lived for a year, noticed that she was forgetful and she 
mentioned it herself that she could not recollect where she had placed 
things. The first attack was sudden. It commenced after getting up from 
the tea table and going to the adjoining room by herself with a shriek 
and she seemed to be in a fit of hysteria. She soon got up and asked 
Mr. Noyes “ Why he did not pray for the dead,” her mother having died not 
long previous. She daily grew worse, noisy, violent and destructive. 

She is a large muscular girl, of dark complexion, when insane quick and 
intelligent and mind very active. She has been destructive to clothes and 
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furniture. Fancies she knows most people she sees. Calls them by names 
of her acquaintances. She appears to have false visions as she speaks of 
seeing persons and objects that others do not. 

Left April 1, 1843, following a stormy convalescence. 


Case 5. Hospital No. 14—Admitted December 10, 1842, discharged July 1, 
1843, relieved. 

O. C., of Barnstead, lives with her second husband who is some 14 years 
younger than she is which is 42. Has to labor hard (and she gives as the 
reason for marrying the second time that she preferred doing housework to 
sewing all the time). Noted for her activity and industrious habits. Mild 
and affectionate with a very susceptible nervous system. She came within 
the range of the all-absorbing and mind-desolating influence of the Second 
Advent preaching. Soon her ardent feelings became enlisted and her whole 
soul engaged in preparing for that great day of Christ’s second coming, 
which the constant appeals of confident zealots and the accompanying excite- 
ments too easily persuaded her was fast and surely coming on. The great 
joy produced by these delightful anticipations soon wrought up her feelings 
to such a state of commotion that her intellect was unable to withstand the 
shock. Whenever she was in the company of others she was excited. For 
six weeks this state of things continued. When the catamenial turn came 
she thought if she was baptized it would be safe with her and she would be 
ready then to meet the Savior and to go up with the true believers. She 
went into the water and was baptized. This about the 5th of December. 

December 10 she took cold, entire suppression took place and raving mad- 
ness supervened; afraid of being poisoned, sleepless, profane, vulgar and 
violent. Great perturbation of mind and alarm. For three or four days 
after coming to the asylum was violent, noisy, sleepless, destroyed clothing, 
etc. She took deobstruents, cathartics, and narcotics. Movement of the 
bowels took place and a small show of menses came. She left with her 
husband as well as ever, he said. 


Case 6. Hospital No. 15.—Admitted December 10, 1842, discharged 
March 8, 1843. 

I. W., of Moultonborough, married, has eight children, aged 34. Has been 
troubled with salt rheum, has two aunts and a grandfather insane. She has 
been insane six weeks. For some time she has been studying the Bible in 
search of arguments to support the Miller doctrine and became a full believer 
in its truth. The friends supposed the Second Advent doctrines caused 
her insanity. She has eight children, is poor and always has been. She is 
a woman of strong mind and understanding. She has been the manager 
of the family. Her husband is affectionate but a poor manager for getting 
and keeping this world’s goods. Her youngest child is eight months old 
and nursed the day she came to the asylum. She has had to labor hard. 
She says she thinks she has chopped more than 100 cords of wood, and 
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never into a meeting house but twice to hear preaching. She is a good 
Christian. Her temperament is highly nervous. She became so violent and 
raving at home that it was with great difficulty that she could be managed. 

February 1. She now says that she “took an axe, broke out the windows 
of her house fighting the witches.” She came noisy and raving. She talked 
constantly loud, destroyed what she could, sleepless for some nights. Her milk 
soon ceased, appetite good from the first. 

March 8. Left with husband, mind and body fast convalescing. 


Case 7. Hospital No. 16—Admitted December 11, 1842, discharged April 
19, 1843, recovered. Readmitted December 21, 1843. 

A. R., widow, aged 40, insane three weeks last night. She was insane 
12 years ago three months and has had four slight attacks since but soon got 
over them. Caused by the “ Miller Doctrines” and trouble with a family in 
her house whom she endeavored to get out of it but they refused to go and 
as she said “threatened her life.” Sings and prays loud. Has worked in 
a mill. She came quietly to the asylum with the idea and expectation and 
with such a promise as friends often cheat the insane with, of marrying 
one of the persons who came with her. She is ardent in her feeling and we 
soon found with her mistaken identity of persons that attachments were 
quickly formed. Sings Second Advent hymns; prays ostensibly persons to 
heaven or to hell. Endeavors to run away, speaks against those with whom 
she is associated. Countenance flushed, complains of headache and a great 
secretion of saliva, for which sodium was used which soon checked it, but a 
jaundiced appearance of the skin came on in three or four weeks and dimin- 
ished after the sodium was omitted. She had a stormy convalescence and left 
April 19, 1843. 


Case 8. Hospital No. 17—Admitted December 12, 1842, discharged June 
12, not improved. 

G. S., of Wilmot, aged 25, hereditary, has for three years turns of being 
unwell, has been insane three months, was admitted to the church about six 
weeks ago. Caused by Second Advent doctrines. Father was insane before 
marriage. Has been for some time bad and when he came he was making 
great exertions. Said he did and “could outrun 12 stage horses,” breathed 
hard, puffed and blowed, enlarged the throat to its greatest capacity to show 
how he could breathe. Said his lungs were gone, that Dr. L. had given so 
much mercury that it had eaten up his lungs, talked upon religion, was by 
turns boisterous, showed great fear of death and then he would wish to die. 
Asked to be shot. Complexion dark and circulation of blood ir the capillary 
vessels sluggish, which goes to the extremities, dark bluish in appearance. 
Fists and hands inclined to be cold, wounds in the flesh not disposed to heal 
for where he was bled before coming to us it did not heal for six weeks. 

February 21. Has lost flesh, sleeps more, mind is much the same, not as 
strong as he was, almost regardless of the calls of nature. 
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Case 9. Hospital No. 18—Admitted December 16, 1842, discharged June 
21, 1843. 

A. M., of Hooksett, aged 52, insane 14 years and the last 10 bad. Six 
years ago went to McLean three months, has done no work since eyesight 
is dim, noisy nights, and tears his clothes, swings them around, walks much 
of the time. This was brought upon him by the religious excitement. Said 
to have been a successful farmer and a good citizen. With us walks the halls, 
swinging about his clothing and by spells is very noisy. Eats and sleeps well. 

March 10. Rather noisy of late. While stamping on a bedstead he said 
was “stamping on women.” Is as much excited as ever but will at any time 
play a good game of cards. 


Case 10. Hospital No. 20—Admitted December 24, 1842, discharged 
June 15, 1843; recovered. Readmitted September 29, 1854. Exciting cause— 
Millerism. 

N. E. H., married farmer of Effingham, aged 38, and for some time has had 
wild spells. Insane seven weeks and has been chained five weeks. “ The 
Miller excitement” has had something to do in hastening on his insanity. 
When he came face was flushed, tongue coated and not much appetite. 
Destroyed his clothes; noisy. Said he owned the whole world and was 
the Almighty himself. 

February 2. Took narcotics and blue pill for a time and then senna when 
necessary. Skin became cool and moist. Appetite craving. Sleeps better, 
generally quiet and civil, wears the wristbands. 

June 15. Left today and appeared well after arriving home. 


Case 11. Hospital No. 33.—Admitted January 24, 1843, discharged Au- 
gust 3, 1853. Condition when discharged—deceased. Cause assigned— 
Millerism. 

C. B., of East Kingston, aged 22, shoemaker, guardian of two minors, 
respectable man, not hereditary. About four months ago became converted 
as himself and friends supposed under the Methodist preaching in the neigh- 
borhood, but did not join himself to the church. About one month after the 
Miller meetings began he attended constantly for about four weeks and then 
be became insane. In the meetings he was urged to get up and tell his experi- 
ences and because he was not fluent they called him a blackslider, etc. He 
gave up all his property to the Miller folks, 300 dollars, who gave it to his 
uncle on his and the selectmen’s demand. They said they only took it and 
kept it for five weeks for safe-keeping. 

He is a small person of nervous and phlegmatic temperament. Said at 
first to have been excited but now is dull almost to catalepsy. Will answer 
questions correctly after much solicitation. Saliva collects in his mouth. He is 
costive. He eats but requires feeding. Says he sleeps some. He attends to 
himself and is neat and clean. We have given him cathartics. 

February 27. Remains cataleptic. Bowels have become free, and guaiac has 
been changed for quinine. 
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March 13. Has appeared more dull for some days. While sitting on the 
seat jumped up, made a noise and fell on the floor. Those about him said 
he hada fit. When he got up he said “God damn him.” Saliva collects 
in his mouth, is more drooping. 

August 5. Mind more active, helps with dishes and sweeps, sings loud, 
happy and fawning. 

August 16, 1844. Continues demented; health, otherwise than being numb 
and stupid, good. 


Case 12. Hospital No. 34.—Admitted January 29, 1843, discharged April 
26, 1843; recovered. Cause assigned, Millerism. 

E. P., of Boscawen, aged 55, married, farmer, has two children. For a 
year has been reading the Bible and Clark’s Commentaries. He has often 
talked about the Miller doctrine, said it was not true and that he could 
not convince anyone that it was not. Some of his neighbors have talked 
with him upon the subject but he has not for more than a year read any- 
thing upon the subject of the Second Advent nor has ever heard a lecture 
upon it. And yet his friends and the doctor say that his insanity was 
caused by the Miller doctrines. One week before he came to the asylum he 
attended an evening meeting and during this he got up and said a few words. 
Stopped and went home suddenly. His friends thought it strange in him 
but he was not much wild until Tuesday. He went to the barn to feed his 
cattle and laid down on the hay on the top of the scaffold and was not found 
until night. He had been asleep. He evidently took cold and has been much 
worse ever since. On Saturday had what Dr. Sargent called a convulsion fit 
and was very much excited after it. He was bled one quart and took physic. 
Was calmer after being bled but seems to know less. Talks about religion 
and Millerism. 

April 26. Went out to work did not do much. Mr. Colby left him in the 
shop a few minutes and he went through the village. Is well. Left today. 


Case 13. Hospital No. 35—-Admitted January 31, 1843, discharged May 20, 
1843, relieved. 

A. F., aged 34, married. She has three children in Rumney. She united 
with Presbyterian Church in Loudon and moved to Rumney where her 
friends were Free-Will Baptists. They would not let her unite with their 
church, said she was not worthy for she had not been baptized. She became 
perplexed on the subject and the same time her husband was sick (prac- 
tically insane). She became insane, violent, destroying clothing. Now she 
falls in with the Miller doctrine. She has been insane about nine months. 
In March last a brother of hers spent night after night with her singing and 
praying together until 12 or 1 o'clock in the night. She eats but two or 
three spoonfuls a day. Says “it is not right to eat much nor does she 
need but little of the body of the Christ.” A grandmother was insane. 

She did, when able to, sit up occasionally, sings loud and prays loud for 
a short time. Her temper anent nervous and bilious complexion, slack. 
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May 20. Left with friends. She was in a better state than when she came 
to the asylum. Eats well, walked some, and her mind was less exercised 
about the subject of religion. 


Case 14. Hospital No. 38—Admitted February 10, 1843; discharged March 
21, 1843, relieved. 

B. G., of Lynn, Mass., farmer and gardener, three weeks insane. Caused 
by religious excitement. Has worked until he started to come. Married, 
has three children, not hereditary. Aged 31. He says he is a Universalist, 
and last spring he began to be serious, turned his thoughts to religious sub- 
jects and has believed himself ever since a better man. Thinks he has know- 
ingly done no bad thing since, was badly injured by something about the 
cart, falling on to his bowels which he says made him what they call crazy. 
Says he is Jesus Christ. His mind is greatly agitated, can do anything, can 
make the blind (Webster) see and makes his effort to that end. Walks 
fast, sings loud, means to do just as he is required, but is clamorous, demands 
reasons. Says he must have this and that, says he was told that all his wants 
would be gratified here. 

March 14. Commenced a quarrel, put the wristbands on. Poured water 
on his head until he said his head felt better. Afterwards said “he was God 
and there was none other than he. 

March 21. Went away with his brother. 


Case 15. Hospital No. 39.—Admitted February 11, 1843; discharged 
May 13, 1843, relieved. 

B. O., of Loudon, owns half a farm in Mount Vernon, carpenter by trade, 
aged about 25, caused by religious excitement. 

Yesterday felt it his duty and did go about to warn sinners to repent 
and go to heaven. Today he calls upon all to come along and go to hell to 
serve the devil and be happy. He is non-resistant and inclined to Millerism. 
Says of himself he is working, but God has chosen him, his life, to let his 
voice be heard. People would be afraid if they should hear the voice of 
God and could not see from whence it came. That is the reason he is chosen 
as God’s instrument. He is the representation of God. 

He is very tall, spare, nervous, pale, wishes to do right and often dances 
about, pulls other patients about. 

One of the three men who brought him said as they came in, ‘“ We have 
with us a young gentlemen who is insane and wishes to stay with you.” 
Says patient to a guard man, “ Yes, they call him insane and say it was 
brought on by the Miller doctrine but I do not think he is crazy—he looks 
pretty well.” 

May 13. Father came for him while at work. Went with kind feeling 
towards us. Mind not quite right and the eruption not quite cured. 


Case 16. Hospital No. 43——Admitted February 28, 1843; discharged June 8, 
1843, recovered. 

W.N., of Jeffrey, aged 41, married, had two children, not hereditary, 
five or six weeks insane, went to three ministers of the town to get them 
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to unite. This was at the time his views of religion were changed. A 
few days after was baptized by immersion. As only boy who was sick died 
the day after he was baptized. Although he had his dry flannels by him at 
the water he wore his wet ones. The friends say that the “sentiments of 
the Miller doctrines” caused his insanity. He is a farmer worth 2000 dollars. 
The nervous temperament generally predominates in him. 

June 8. Left with a son. Is rational but irritable and feels unpleasant that 
he has been detained so long. 


Case 17. Hospital No. 49—M. W. admitted March 15, 1843, discharged 
August 8, 1843, relieved. Readmitted November 7, 1843. 

M. W., single, aged 33, two years insane, brought on by nervous fever. 
The last two weeks has been in among Millerism and been excited by it. 
Noisy day and night, not hereditary, industrious. Walks swinging and 
spatting her hands, singing loud the Miller songs; pale, health no good, 
looks nervous. 

Discharged August 8 [with a note by Dr. Chandler that her disease has 
been periodical]. 


Case 18. Hospital No. 58—Admitted April 4, 1843, discharged June 28, 
1843, recovered. Readmitted August 29, 1864. 

J. M. L., of Holderness, aged 25, painter, in slender frame and of nervous 
temperament. During the winter has attended religious meetings, a pro- 
tracted meeting every night for four weeks. He has been troubled with a 
cold and on Friday got an increase to it and continued for four days to 
follow up the religious meetings of W. Miller and in the night of Sunday 
was suddenly taken crazy, six weeks ago. He was noticed to talk singularly 
on Friday and Sunday previous. Mind now runs upon Millerism and non- 
resistance. Has been confined to his bed most of the time. Two weeks ago 
an ulcer discharged about a pint from his lungs. His brother was delirious in 
a fever once. 

He came excited, talking, thin in flesh, pulse small and frequent, tongue 
moist, red. 

June 28, 1843. Left with his brother Joseph, calm, rational, and fleshy with 
a little cough hanging about him. 


Case 19. Hospital No. 59—Admitted April 5, 1843. Discharged October 11, 
1843, not relieved. 

M. L., of Northwood, widow five or six years, aged 25, has been subject 
to depression of spirits especially whenever there has been any religious 
awakening in her vicinity and now in consequence of a revival in her neigh- 
borhood has been greatly depressed for eight weeks and insane two weeks. 
She started for the water to drown herself a few days ago. She says it is 
because she has no hope. A Millerite family in the other part of the house 
has had a good deal to do in disturbing her feelings although she has not 
fully believed in their doctrines. 
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May 27. About ten days ago felt impressed that she should die in four 
days and twice impressed that she was to be imprisoned 20 years. More 
excited, walks about more, picks her face some, is agitated. 


Case 20. Hospital No. 65—Admitted May 2, 1843. Discharged December 
6, 1843, recovered. 

Mrs. A. R., of Concord, aged 42, insane four months. Religious excite- 
ment. She is afraid she has not a hope. Says she shall kill herself. Worries, 
does little or no work. Has a large family of children. Poor, pale and thin 
complexion, dark, bilious and nervous temperament. “ Says she has lost her 
wits.” 

December 6, 1843. Husband carried her home on trial today. Has improved 
very fast the last month. Works steadily. 


Case 21. Hospital No. 74.—-Admitted May 25, 1843, discharged Septem- 
ber 6, 1843, relieved. 

Mrs. L. W., aged 46, married, of Pomfret, Conn., 17 months insane. When 
a revival of religion began in the neighborhood she determined to seek 
religion. Worked hard and attended meetings at all times but after a while 
thought she was cast off. She is monomaniac upon the subject of her future 
well-being. Sleeps very little and eats but little and says she knows she 
cannot get well. Her husband was for a time melancholy and stayed with 
her and tried to talk the notion out of her. Loves her children but cannot 
bear to be in their company. Has lived away from home for six weeks. 

August 21. Looks more cheerful. Works constantly. 

September 6. Left with her husband who thought she appeared as “ natural 
as ever.” She gained flesh by her medicine here and when her health was 
good she was cheerful but when questioned says her eternal misery is 
unalterably fixed. 


CasE 22. Hospital No. 76.—Admitted May 30, 1843, discharged August 4, 
1843, recovered. 

A. F. H., of Exeter, blacksmith, Millerite, five months insane. Has 
neglected his family; wife was afraid of him. Called his wife and six chil- 
dren up in the night to pray with them. Two or three nights ago went off 
three miles in his shirt only. Father says he has been crazy by spells for 
five or six years. Thinks he is a chosen instrument to convert the world. 
Is often afraid of being killed, worrisome. Feverish, tongue furred, a mer- 
curial fur, as a little blue pill brought on dysentery. 

July 16. For some days pretty calm. 

August 4. Left for his family in Exeter with his father who says he has 
not seen Amos as well for three years. 


Case 23. Hospital No. 89.—Admitted July 12, 1843, discharged August 12, 
1843, recovered. Cause—religious. 

D. H., of Nottingham, aged 53, man of wealth and influence in the town, 
melancholy and nervous temperament, has always been anxious and nervous 
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whenever he made any trade. Of late he had serious religious feelings and 
some pecuniary perplexity. Four months melancholy. Much alarmed for 
fear he would be carried to the state’s prison. Keeps his money by him 
that he may have it if his other property should be attached. 

August 12. Discharged recovered, with a rapid convalescence. 


Case 24. Hospital No. 98—Admitted July 25, 1843, discharged Sept. 24, 
1843, recovered. 

J. D. R., 33, farmer, of Pomfret, Vt. Four years ago experienced religion 
under William Miller’s preachings and continues strong in this belief. Of 
late has helped circulate stories about a minister who has prosecuted others 
and threatened him which alarmed him as he is poor with eight children. 
Got up on Wednesday but told his wife that she must go with him to the 
meeting house. She said she was not quite ready but would follow. He 
started with his Bible, called at a neighbor’s and exhorted for an hour and 
then asked if he had not done his duty. He is shouting and at times stamps 
or kicks the door. Calls me Brother Himes (a Millerite elder). 

August 20. Is much relieved, is calm, walks out, eats and sleeps, he says, 
well, 


September 24. Friends sent for him. He went home happy and rational. 
There is but little fear to be apprehended of his becoming insane again unless 
he joins some religious excitement. 


DISCUSSION. 


Trotter, in his book on the herd instinct, has clearly described 
the variation of expression of this instinct in different racial groups. 
Undoubtedly racial and phylogenetic factors play an important 
role in determining the reaction of an individual to a stimulus 
emanating from a group; but the psychological make-up of the 
individual must be considered an even greater factor. An extrovert, 
cyclothymic, easily excitable personality, dependent on the herd 
for stimuli and support, for criticism as well as approval, will 
react strongly to group influences. If the ideas are entirely new 
or contrary to previous teachings the extrovert may register vehe- 
ment opposition. If acceptable from the first or if the opposition 
has been overcome, the enthusiasm may exceed the previous re- 
sistance. The introvert, with his strong inhibitory tendencies, may 
be very slow either in accepting or rejecting the new doctrines, 
and if he does accept them will only tend to weave them into his 
own system of thought. The majority of early followers of new 
systems of thought or religion will necessarily fall in the extrovert, 
cyclothymic group. Those who, as a result of the intense excite- 
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ment break down mentally will, if our assumption be true, develop 
a manic-depressive type of psychoses; and this is borne out in the 
study of the cases which arose during the epidemic. 

Although unable to study the psychological types which formed 
the majority of followers of William Miller, the hospital records 
give us some indication as to the personality make-up of those 
whose mental condition required hospitalization. Of the first 100 
patients admitted to the New Hampshire State Hospital, the 
current religious excitement was an important factor in 24 cases. 
Eighteen of the 24 were manic in character, two cases would be 
diagnosed as catatonia, and three suffered from depression, thus 
placing 87 per cent of the patients in the manic-depressive group. 
It is, therefore, not the hysterical but the cyclothymic personality 
which is the first to break under excessive emotional strain. No 
wonder Dr. Chandler was so vehement in his remarks against this 
new religious sect when he had to witness the rapid influx of 
patients to his institution as a result of the Miller delusion. The 
feeling probably arose that the new asylum, whose capacity was 
only about 75 beds at that time, would soon be filled to over-flowing. 
Twenty-four cases were admitted during the first year when the 
excitement reached its highest point, but only seven during the 
second year and two or three cases the third year, when the 
enthusiasm had completely subsided. 

No attempt at diagnosis or classification was made by Dr. 
Chandler. The patients, as soon as brought into the institution, 
were seen by him, and the case history entered in longhand in the 
case history book, progress notes being added from time to time. 
In attempting to reclassify the individual patients using the 
Kraepelinian nosology, Cases I, 2, 3, 4, 5, 6, 7, 9, 10, 12, 13, 
14, 15, 16, 17, 18, 22 and 24 would fall in the manic-depressive 
group, manic type. Cases 19, 20, 21 and 23 suffered from depres- 
sion, placing them also in the affective psychosis group. Cases. 
8 and 11 are definitely catatonic while in Case 18 the diagnosis would 
lie between manic-depressive and catatonia. 

Some of the patients had previous attacks of mental illness of 
a manic or depressive character, and Cases 3, 4, 7, 9, 10, 17 and 18 
were readmitted to the hospital at later dates, having recovered from 
their first attacks. The remissions lasted from 1 to 20 years, Case 
18 having been readmitted 20 years after her discharge. The 
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precipitating causes for the succeeding attacks were not always 
of religious nature, although during later admissions, the former 
religious ideas that remained forgotten for a number of years were 
again freely expressed by some of these patients. 

The ideas expressed by Miller and his disciples were frequently 
in conflict with the previous religious teachings of his followers. 
Some accepted his new ideas unquestionably while others expressed 
doubt as to their validity. Conflicts arose in the minds of many 
as they tried to correlate Miller’s prophecies with those of the 
Old and New Testament. It was the inability to solve these con- 
flicts and the extreme fear of the day of judgment, which was 
painted in such terrorizing colors by the Millerite preachers, that 
brought on the attacks of mental disorder in the more susceptible. 

In 1828, in his book, “ On Insanity,” Dr. Burrows gave the fol- 
lowing interesting description of the causes of religious insanity, in 
which he notes the importance of religious conflict as a cause. “I 
do not recollect,” he states, “an instance of insanity implying a 
religious source in any person steadfast to his ancient opinions. 
Wherever it was suspected to emanate from such a cause, it was 
clearly to be traced to circumstances which had diverted the 
lunatic from the authority of primary principles, to the adoption of 
new tenets, which he had not comprehended, and therefore had 
misapplied. The maniacal action appeared always to originate 
during the conflict in deciding between opposite doctrines, and the 
exacerbation arrived before conviction was determined.” In illus- 
tration of the extreme fear that permeated both old and young, 
C. E. Sears tells an anecdote about a little girl who told her mother 
that she wished to die immediately so she would not have to live 
till next summer and then be burned up at the day of judgment. 
No wonder self-destruction was frequent among those who were 
dominated by such terrifying beliefs. 

During the manic state ideas of grandeur were freely expressed 
by some of the patients. W. C., Case 1, thought he was God 
Almighty and that he owned the hospital, and so did Case 10. In 
Case 1 the relationship between God and father would suggest 
interesting material for psychoanalytic speculation. Cases 3 and 8 
imagined themselves to be Jesus Christ. Burton’s comments on 
similar delusions are interesting, as set forth in The Anatomy of 
Melancholy. ‘*‘ What greater madness can there be, than for a man 
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to take upon him to be God, as some do? to be the Holy Ghost, 
Elias, and what not? Lavater hath a story of one John Sartorius, 
that thought he was the prophet Elias, and of divers others that 
had conference with Angels, were saints, prophets. We need not 
rove so far abroad, we have familiar examples at home ; Hacket that 
said he was Christ, Coppinger and Arthington his disciples ; Burchat 
and Hovatus, burned at Norwich. We are never likely seven 
years together without some such new prophets, that have several 
inspirations, some to convert the Jews, some fast 40 days, go with 
Daniel to the lions’ den ; some foretell strange things, some for one 
thing, some for another. Great Precisians of mean condition and 
very illiterate, most part by a preposterous zeal, fasting, medita- 
tion, melancholy, are brought into these great errors and incon- 
veniences. They are certainly far gone with melancholy, if not 
quite mad, and have more need of physick than many a man that 
keeps his bed, more need of Helleboro than those that are in 
Bedlam.” These ideas of grandeur disappeared after the patient 
was separated from his environment and from the influence of the 
Miller preaching, thus indicating that they were part of a manic 
depressive, paranoid trend rather than true paranoia. 

Dr. Chandler’s case records afford a glimpse of the forms of 
treatment for the insane practiced at home and in the asylum. 

The non-restraint method, in use for some time at York and 
Hanwell in England, was beginning to gain adherents in the 
United States. Dr. Wyman was applying it at McLean and Dr. 
Todd at the Hartford Retreat. Both of them, together with Pliny 
Earle and Isaac Ray, were strongly opposed to the Bethlem 
method of treatment, which was described in the following manner 
by Dr. T. Monro, senior physician at the Bethlem Hospital, in 
1815. “ Patients were ordered to be bled about the latter end of 
May, according to the weather ; and after they have been bled they 
take vomits once a week for a certain number of weeks; after that 
we purge the patients. That has been the practice invariably for 
years long before my time; it was handed down to me by my 
father and I do not know any better practice.” (Minutes of 
evidence taken before the Select Committee of the House of Com- 
mons, 1815.) The general practitioners who cared for the insane 
while at home and the majority of the physicians at the asylum 
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still firmly believed in the efficacy of the Bethlem method. Dr. 
Benjamin Rush, whose influence on the medical profession in the 
United States was well known, as a former student of Edinburgh, 
was a firm believer in this type of treatment. He advocated and 
used it himself extensively. He removed 470 ounces of blood 
from one of his patients in 47 sittings and 200 ounces from 
another patient within 45 days. Healso purged them drastically with 
large doses of calomel, which he named the Samson of materia 
medica ; and “ like Samson,” his enemies added, “ it has also killed 
its thousands.” Dr. Chandler, apparently, firmly believed in the 
efficacy of cathartics as he prescribed calomel and blue pills rather 
freely, with an occasional lobelia emetic. He did not believe in 
bleeding, however, although as may be gathered from his descrip- 
tions, under the general practitioners’ treatment patients at home 
were occasionally bled white. Opium was used often in disturbed 
patients and morphia, the new alkaloid, was just coming into vogue. 
He believed in non-restraint and rarely, and then only in intract- 
able cases, would he resort to the use of wristbands. At home the 
more disturbed patients were kept chained or in a dungeon and 
Case 10 was in chains for five weeks before being brought into 
the asylum. Hydrotherapy, consisting in pouring cold water over 
the patients’ heads till they “ felt better,’ as recommended by 
Rush, was also used occasionally in the hospital. 

Dr. Brigham’s impression as to the value of hospitalization and 
removal of the patient from the focus of excitement is confirmed 
by the analysis of the results of the treatment. Twelve out of the 
24 patients admitted as a result of the effect of the religious 
excitement were discharged as recovered and eight relieved, giving 
a total of 88 per cent. One, a case of catatonia, died of tuberculosis, 
the most frequent cause of death in catatonia then as now. Three 
cases were discharged as non-relieved, one case of catatonia, one 
of involutional melancholia and one of chronic mania. The aver- 
age hospital stay for the recovered and relieved cases was 3.6 
months. The longest stay was eight months and the shortest about 
one month. Eight cases were re-admitted at a later date. Con- 
trary to Dr. Brigham’s observation the ratio of males to females 
was 
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CONCLUSIONS. 


Religion has ceased to be the most important factor in modern 
life. No longer do new religious ideas stir up human emotions to 
such a pitch as to produce epidemics of mental disease. A new 
religious cult may attract some followers amongst the people of 
leisure or amongst the ignorant. The former are looking for new 
diversions, the latter for new props. A few admissions to a mental 
institution may result because of religious conflict, but they never 
reach the ratio of one-fourth of all admissions. About 100 patients 
were admitted to the New Hampshire State Hospital during the 
first nine months of its existence; in 24 of these the precipitating 
cause was directly or indirectly connected with the current religious 
excitement. Induced paranoia in a single family is occasionally 
seen; when it occurs in a large group it is worth recording. The 
predominating manic-depressive make-up of the patients would 
lend support to Kraepelin’s thesis when he placed the periodic 
paranoias in the manic-depressive group. 

The hysterical and feeble-minded may supply the largest number 
of followers of mob rule and mob violence, but, undeniably, it is 
the extrovert, emotionally sensitive, cyclothymic personality that 
jOins in more easily and also breaks down much sooner under 
excessive emotional strain. In religion as well as in politics, in 
solving social problems or sexual difficulties their reaction is 
similar, consisting of completely giving themselves away to the 
problem with rapid breakdown and just as rapid recovery. 

The past joined with the present will forecast the future. Old 
medical records, in giving us a contemporary’s view of the period, 
are not only important historically but also may disclose facts of 
importance based on former psychic experiences under situations 
that are no longer current. As a page of social and psychiatric 
history, the “ Miller Delusion ’’ represents a mass reaction to a 
certain stimulus when the time was ripe and the emotional state 
of the public ready for its reception. 


I wish to express my appreciation to Dr. Dolloff, the superin- 
tendent of the New Hampshire State Hospital, for his valuable 
suggestions and his permission to use the case records included in 
this study. 
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EMOTIONAL STATES OF GENERAL PARESIS. 


By PURCELL G. SCHUBE, M.D. 
Psychiatric Clinic, Boston State Hospital, Boston, Mass. 


The emotional states of general paresis have been greatly neg- 
lected, owing possibly to the general feeling that this disease is an 
organic one and that all treatment should be directed toward that 
end. At any rate the customary treatment of general paresis is 
prone to ignore everything except pyrotherapy and chemotherapy, 
forgetting that the individual with general paresis is subject to all 
of the varying emotional states which make him acceptable or un- 
acceptable to a social group. Granting the necessity of specific treat- 
ment, the purpose of which is to remove the spirocheta pallida and 
to make possible the repair of some of the damage done; it is no 
less important that treatment of the emotional state be provided 
also, for it is this state, which, being unacceptable to society, has 
made the diagnosis and treatment possible. 

It is the purpose of this paper to present evidence to show that 
the general paretic is not just a case of cerebral syphilis, but in 
many instances one of cerebral syphilis plus a psychosis or psy- 
choneurosis. 


SURVEY OF LITERATURE. 


In the eighteenth century, men working in hospitals for the 
insane noticed that many of their mental cases gradually developed 
paralyses of various parts of the body. They noticed, also, that some 
of their paralytic patients became insane. Haslam,’ in 1798, ob- 
served that ‘‘ paralytic afflictions are a much more frequent cause of 
insanity than has been commonly observed.” Esquirol,? in 1895, 
stated that paralysis was a common complication of insanity. Has- 
lam,° again in 1809, noted that various forms of paralysis are “a 
very common effect of madness; more maniacs die of hemiplegia 
and apoplexy from any other disease.” In 1812, Pinel* com- 


*Work conducted at the Colorado Psychopathic Hospital, University of 
Colorado School of Medicine and Hospital, Denver, Colo. 
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mented upon the frequency in mental hospitals, “ of the complica- 
tion of mania or dementia with the paralysis. A more or less violent 
maniacal agitation or a protracted silent delirium is succeeded by 
incipient paralysis.” Esquirol,® again, in 1814, remarked: “ De- 
mentia with complications ought to conform to the three preceding 
types. It is complicated with melancholy, mania, epilepsy, con- 
vulsions, scrofula and above all, paralysis.” In 1822, Bayle ® stated 
that general and incomplete paralysis and mental disorder, when 
they developed side by side, were caused by a chronic arachnoiditis. 
Georget,’ in 1823, felt that the paralysis was only a complication of 
insanity in the same sense as phthisis. Delaye,® in 1824, regarded 
the paralysis as a purely motor discharge which affected the insane 
particularly. It occurred, he felt, among them more often than 
among any other class, and more frequently in certain types of 
mental disorder than in others. 

In the twentieth century, many men are of the same opinion. 
Nonne ® states: “ It has also been recognized a long time that the 
so-called ‘ functional psychoses ’ can occur in luetics. Lagneau was 
the first to direct our attention to this. He divided the functional 
psychoses in syphilitics into melancholia, mania, dementia and idiocy. 
The ‘ simple or functional psychosis’ first mentioned by Lagneau 
was also as such, occurring in syphilis, recognized later by a large 
number of observers, among whom were Albers, Erlenmeyer, and 
Jolly.” Nonne, in discussing melancholias of syphilis, says: “‘ This 
hypochondriachal mood sometimes develops into a true melan- 
cholia. . . . . In the clinical picture presented there is nothing 
which is characteristic of syphilis. There is no such an entity as a 
syphilitic melancholia.” In discussing mania, he remarks: “ Mania 
also occurs in syphilitics who otherwise do not show any evidence 
of the disease. .... The circular type of psychosis, manic- 
depressive insanity, occurs likewise in luetics.” 

House ?° feels that syphilis may exist in association with a 
psychosis ; that a patient may have an unrelated psychosis, such as 
paranoia, and general paralysis. Barrett ** states: “ There are other 
cases which show syphilitic changes in the blood and cerebral-spinal 
fluid similar to those found in general paralysis, but which in their 
clinical symptoms and course seem to stand apart from this disease 
and present interesting points of differential diagnosis. Such are the 
cases which course clinically with the symptomatology and cyclo- 
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thymic variations of manic-depressive insanity.” Kraepelin !* states 
that patients with general paresis come to the clinic with a great 
variety of diagnoses, among which are “‘ mania, melancholia, manic- 
depressive insanity, general neurasthenia, paranoia, erotic mania, 
delirium tremens, alcoholic deterioration, senile dementia, epilepsy, 
hysteria, imbecility with focal lesion, brain cedema and multiple 
sclerosis.” 


PROCEDURE. 


The cases used in this study were patients admitted to the 
Colorado Psychopathic Hospital. Other than that they were general 
paretics the group is unselected. The diagnosis of general paresis 
was established by study of the patient both physically and mentally 
and by laboratory examination of the blood and cerebral-spinal 
fluid. The laboratory procedures of importance in establishing the 
diagnosis were: blood Wassermann test, cerebral-spinal fluid Was- 
sermann test and cerebral-spinal fluid colloidal gold curve test. In 
establishing the diagnosis, all other findings being satisfactory, a 
minimum of a cerebral-spinal fluid Wassermann and colloidal gold 
curve, both positive for general paresis, was considered as essential. 

The cases were grouped according to the emotional coloring as 
manifested by the patients’ activities, mental and physical, previous 
to and during hospitalization. 


RESULTS. 


In this study there are 300 cases. The distribution is manifested 
in the following tables. These tables are self explanatory and require 
no discussion to show the similarity between the cases used and 
psychoses and psychoneuroses without cerebral syphilis. 


CASE REPORTS. 


Schizophrenia~—A white male, aged 48, was brought to the 
hospital by the police. Three weeks previously he was observed 
standing in one position on a street corner from eleven o’clock one 
morning until six o’clock the next morning. He was taken to the 
police station where he seemed to become more active, and at the 
end of three days was released. Again he was found by the police 
repeating his previous behavior and was taken into custody. At the 

42 
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hospital, he stated that he had a sum of money which he possessed 
unlawfully ; that the money belonged to someone else. The reason 
for this feeling was as follows: When he was drafted into the army 
in 1917, he went under a false name. This was an unpatriotic thing 
to do, he thought, and although he had served throughout the draft 
period, he felt that he was a traitor and would eventually be appre- 
hended. This caused him some concern then, but upon leaving the 
army, he continued to use his enlistment name, which, later, he 
found belonged to another man. He felt that he would be forced by 
this individual to revert to his own name and so he resumed it. 


TABLE 1. 


This table shows the numerical and percentage distribution of the cases with 
reference to the symptom-grouping of the mental state. 


Type. pili | Per cent. 

Manic-depressive, manic type............ * 71 | 23.6 
Manic-depressive, depressed type........ ee 60 | 20.0 69.2+% 
Manic-depressive, cyclic type.............. cae 49 | 16.3 9: 70 
Manic-depressive with paranoid trends..... ses 28 | 9.3 
27 | 9.0 9.0 
Schizophrenia with depressive trends....... 2.6)" 10 
Psychoneurosis with depressive trends | 15 | 5°65 go 
.| 3 | 1.0) 10 

— 


This worried him very much and he began to brood over it. It was 
then that he felt that the money which he had earned while under 
the assumed name was not his. He felt that he must not possess the 
money ; that he should turn it over to the rightful owner of the 
name. He did not do this. Soon, he began to notice that as he 
passed people on the street they would turn and stare at him. At 
times, he heard people talking about him and threatening him by 
voice and gesture. He noticed that things were being done to impede 
him. He felt that people were doing these things to annoy him for 
possessing the money and that they would continue to do so as long 
as he lived, regardless, now, of whether or not he gave it up. He 
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began to go from place to place to escape them but he had no success. 
His reputation always preceded him. He became greatly dis- 
couraged and afraid. Finally, something forced him to stand on 
the street as motionless as possible. He did this until he was picked 
up by the police. 

Past history summary. Birth and early development were un- 
eventful. Early school history was normal. He was not married 
and had no occupation. Family history was not available. 

Physical examination summary. Left pupil was pinpoint and 
fixed to light. Right pupil was dilated and fixed to light. Deep 
reflexes were hyperactive. Superficial reflexes were hyperactive. 

Laboratory examination summary. Urine; acid reaction, specific 
gravity 1025, indican present. Blood count ; erythrocytes 4,450,000, 
leucocytes 6350, polymorphonuclears 82, small lymphocytes 18. 
Hemoglobin 72 per cent. Blood chemistry ; bromide 0, sugar 80, 
non-protein nitrogen 38, urea nitrogen 18. Blood Wassermann 
4-4. Spinal fluid chemistry; protein 135, sugar 59. Spinal fluid 
Wassermann 4-4. Spinal fluid colloidal gold curve 5555432100. 

Depression.—A white man, aged 47, was admitted to the hospital 
with a complaint of depression and insomnia. About seven months 
prior to admission, he began to complain of being unable to sleep. 
He attributed this to his increasing difficulty of securing insurance 
sales. Later, he began to complain of headaches. Shortly before 
his admission to the hospital, he became progressively depressed. At 
times he would cry. His lack of success in providing for his family 
began to worry him very much. He wished that he were dead and 
out of it all. He felt that he was a failure and that he had always 
been one. All things appeared uninviting and unpleasant. He began 
to brood. His mind seemed to slow up. His thoughts came with 
difficulty. He began to stay at home. He became afraid to go to the 
city. He felt certain that his wife would leave him because of these 
things and begged her not to go. He did not wish to see anyone 
and would talk with people other than his wife only after much 
urging. He requested his wife to bring him to the hospital. 

Past history summary. Birth and early development were un- 
eventful. School history was normal. Typhoid at twenty-two years. 
He has been married for eighteen years. At the time of his mar- 
riage, he was an outgrowing, cheerful type of individual who was 
sociable, well-liked, fond of parties and dancing. Soon after his 
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marriage, he began to have difficulty financially at various periods. 
At these times he would become depressed and brood. He would 
then withdraw as much as possible from all activities and remain 
alone. 

Family history summary. The father has been subject to three 
paralytic attacks. Age, sixty years. A brother committed suicide. 
A paternal uncle at one time had been a patient in a mental hospital. 
The two sons of this man possessed ill-defined nervous symptoms. 

Physical examination summary. Smoothing out of facies, es- 
pecially on the right side. Left pupil reacted less actively to light 
than the right pupil. Scar on penis. 

Laboratory examination summary. Urine; acid reaction, specific 
gravity 1025. Blood count, erythrocytes 4,700,000, leucocytes 8100, 
polymorphonuclears 64, small lymphocytes 36. Hemoglobin 96 per 
cent. Blood chemistry; bramide 125, sugar 100, non-protein 
nitrogen 26, urea nitrogen 10. Blood Wassermann 0-0. Spinal fluid 
Wassermann 4-4. Spinal fluid colloidal gold curve 5554311110. 

Manic——A white male, aged 34, was brought to the hospital 
because of his refusal to remain in bed in a general hospital. About 
a month previous to his admission, he went on a fishing trip. At 
this time, he was apparently well. When he returned from the trip, 
he seemed to be more happy and cheerful than usual. He talked 
in glowing phrases of the mountains, the streams and the fish. As 
the days progressed, his descriptions became more vivid. While he 
talked of his trip, he would become restless and pace back and forth. 
He planned a trip for the following year. It gradually assumed 
exaggerated proportions. At first he was going alone. Then he 
decided to invite his friends. Finally, in order to make the trip 
worth while, he invited strangers. When they refused his invitation, 
he would insist that they go. He would pay their expenses. He 
would finance the whole trip. He would take care of everything. 
He became quite elated over the idea, so much so that if its 
feasibility were questioned he would become very irritable. He be- 
came more restless and energetic, often working on five or six ideas 
at atime. His friends began to feel that there was something wrong 
with him and avoided him. But it was not until he purchased very 
expensive and unnecessary things for his home and to run up bills 
to unreasonable amounts that his wife became suspicious of his 
sanity and had him hospitalized. 


1934] PURCELL G. SCHUBE 633 


Past history summary. Birth and early development were un- 
eventful. School history was normal. Childhood diseases were of 
unknown types. He was operated on for goiter three years before 
admission. Personality was of a happy, cheerful, sociable type. 
Good mixer. He liked crowds and was well liked. He was never 
worried and never depressed. 

Family history summary. Entirely normal. 

Physical examination summary. Blind in left eye. Pupils of 
both eyes were fixed to light. Tremor of tongue. Deep reflexes 
were sluggish. 

Laboratory examination summary. Urine; acid reaction, specific 
gravity 1022. Blood count ; erythrocytes 5,100,000, leucocytes 9700, 
polymorphonuclears 76, small lymphocytes 24. Hemoglobin 88 per 
cent. Blood chemistry ; bromide 0, non-protein nitrogen 34, urea 
nitrogen 13. Blood Wassermann o-o. Spinal fluid chemistry ; 
protein 62, sugar 76. Spinal fluid Wassermann 4-4. Spinal fluid 
colloidal gold curve 555443210. 

Manic-Depressive, Cyclic—A white man, aged 49, was admitted 
to the hospital because of “ wild ideas” and “ spells of despon- 
dency.” Eleven years previous to his admission, he had invented a 
machine which proved of value and which netted him $50,000 upon 
royalties alone. At this time, he was happy, cheerful, a good mixer, 
and always “on the go.” After a short period of prosperity the 
plant manufacturing his machine failed. The man then became 
depressed, despondent, irritable, and worried. He would become 
enraged upon the slightest provocation. Later, the same year, he 
invested some money in a garage. The investment was financially 
successful. Again he became happy, cheerful and mildly elated. 
Since then a few instances of frank bad luck produced periods of 
mild depression and withdrawal until he lost a large quantity of 
property due to his inability to meet notes on it. At this time, 
his depression became profound. He brooded considerably, wor- 
ried, cried and felt that life was not worth living. He became 
restless at night at which time he would wander about or work upon 
some new invention. He also, at times, worked upon odd jobs until 
about two weeks before his admission to the hospital. At that time, 
he seemed to become more cheerful. He quit his work and would 
spend hours listening to the radio. Soon he felt that he should sing 
for the people, that he was a great singer, that he could make large 
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sums of money by singing. He began to make plans to do so. Each 
group of plans was more elaborate than the preceding. It was in 
this state of increased elation, both physically and mentally that he 
was hospitalized. 

Past history summary. Birth and early development were un- 
eventful. School history was normal. Measles, mumps, whooping 
cough, tonsillitis and pneumonia were childhood diseases. He was 
married twenty-five years and had three children. By trade, he was 
a blacksmith. He was subject to rapid mood swings ; at one period, 
he would be happy, cheerful, jovial, active, carefree ; then he would 
become melancholy, worried and irritable. 

Family history summary. Father was consistently drunk. Other- 
wise family history was normal. 

Physical examination summary. Facies smoothed out. Pupils 
were fixed to light. Uvula and tongue deviate to the right. Patella 
reflexes were absent. 

Laboratory examination summary. Urine; acid reaction, specific 
gravity 1024, coarse granular casts. Blood count; erythrocytes 
5,100,000, leucocytes 10,100. Hemoglobin 100 per cent. Blood 
chemistry ; sugar 81. Blood Wassermann 4-4. Spinal fluid Wasser- 

Psychoneurosis——A white woman, aged 42, was admitted to the 
hospital with the complaint of many worries and fears. Four or 
five months previously she began to complain that her work was too 
hard for her; that she was always fatigued. She became very in- 
disposed and finally refused to do any of the work at home. She 
complained of headaches, of pain in the back of her neck and of 
weakness in her legs. She stated that she had a feeling in her head 
as though it had fallen down into her cheeks and that her jaws 
cracked every time she opened her mouth. She thought that her 
face was becoming red, her nose large and that her house was dirty 
and unclean. Whenever she touched anything she was compelled 
to wash her hands for a long time ; they never felt clean. She found 
herself unable to concentrate, unable to eat, and unable to sleep. 
She thought at times that she was going to die or that she would 
lose her mind. She felt that something had happened to her, just 
what she could not say. 

Past history summary. Birth and early development were un- 
eventful. School history was normal. She had had whooping cough 
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and scarlet fever. Appendectomy at eighteen years. Miscarriage at 
nineteen years. Pelvic abscess at twenty years. Tonsillectomy at 
twenty-five years. During all of these illnesses she was over-nursed. 
Her parents at all times were very solicitous of her welfare. She 
was told continuously to be careful not to hurt herself, and upon 
many occasions was forced to be careful. At the age of eighteen 
while working at a switchboard she suddenly screamed out that the 
switchboard was moving about in front of her. She was married at 
nineteen years. Married life was uneventful. Family history sum- 
mary was relatively normal. 

Physical examination summary. Pupils were slightly irregular. 
Mid-line abdominal scar was present. 

Laboratory examination summary. Urine; acid reaction, specific 
gravity 1015, indican present. Blood count ; erythrocytes 5,000,000, 
leucocytes 8600, polymorphonuclears 83, small lymphocytes 17. 
Hemoglobin 85 per cent. Blood chemistry ; bromide 0, non-protein 
nitrogen 23, urea nitrogen 13. Blood Wassermann 4-4. Spinal 
fluid chemistry; protein 75, sugar 59. Spinal fluid Wassermann 
4-4. Spinal fluid colloidal gold curve 5554431000. 

Organic Brain Disease.— A white man, aged 32, was admitted to 
the hospital because he was disturbing people about him. Six years 
previous to his admission, he had received a severe blow on his head, 
fracturing his skull and rendering him unconscious. After his 
recovery he began to complain of periods of numbness which would 
begin in his hands and progress slowly up his arms and into his neck. 
Later, he also experienced a progressing numbness of his legs. This 
lasted for five years when he had an attack of numbness of the entire 
body followed by unconsciousness. A few months after that the 
patient began to complain of headache and an increasing difficulty 
in seeing. Soon after this he had a sudden paralysis of his right side 
which lasted for two weeks and then gradually cleared up so that 
he could get about. He tended thereafter to fall to the right when 
walking. One year later, he began to complain of constipation, 
inability to pass urine, and abdominal distention. He had spells 
of violent laughing and crying which could be averted by vigorous 
rubbing of his body. He began to masturbate frequently. After 
each masturbation he would have a period of brooding and apathy. 
He complained of odors in his room ; that people were talking about 
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him; and that there were teeth in his brain, in his arms and in his 
legs. Shortly after this he became very confused and noisy and was 
sent to the hospital. 

Past history summary. Birth and early development were un- 
eventful. Diseases of childhood were measles and mumps. At 
two and one half years he had a “ congestive chill which went to 
his head and caused him to lose his eye.” School history was normal. 
He was married at twenty-three and had one child. There were three 
miscarriages. No mood swings. He had a steady, even disposition. 
Family history summary was apparently normal. 

Physical examination summary. Internal rotation of left eye- 
ball. Left eyeball was small and cornea covered with a thick 
gray membrane, obscuring the pupil. Lateral nystagmus of the right 
eye. Right pupil was fixed to light. Teeth were carious. Uvula 
deviates to the right. Scanning speech. Thyroid gland was enlarged. 
Roughened first sound at apex of the heart. Enlarged inguinal 
glands. Deep reflexes were hyperactive, more so on the right than 
on the left. Superficial reflexes were sluggish. 

Laboratory examination summary. Urine; acid reaction, specific 
gravity 1026, albumin present. Blood count ; erythrocytes 5,100,000, 
leucocytes 10,800, polymorphonuclears 73, small lymphocytes 25, 
eosinophiles 2. Hemoglobin 80 per cent. Blood chemistry ; bromide 
oO, sugar 86, non-protein nitrogen 33, urea nitrogen 17. Blood Was- 
sermann 0-0. Spinal fluid chemistry ; protein 60, sugar 48. Spinal 
fluid Wassermann 4-4. Spinal fluid colloidal gold curve 4445551000. 


Discussion. 

The study of this group of cases offers adequate evidence, it is 
believed, that in the majority of instances the general paretic has 
sufficient symptom organization of exaggerated emotional color 
to suggest a psychosis or a psychoneurosis. The type of psychosis 
or psychoneurosis exhibited is that which the individual would 
have developed at that time provided syphilis was absent and any 
other adequate precipitating factor was present. The emotional 
coloring is not like that of a psychoneurosis, a manic, a schizo- 
phrenic, etc., but is that of a psychoneurosis, a manic, a schizo- 
phrenic or one of the other symptom groupings. 

It is well known that the previously existing personality make-up 
of an individual may color the symptom picture of a later develop- 
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ing mental disorder. It is also generally believed that many mental 
disorders may remain dormant until some adequate precipitating 
factor manifests itself, in consequence of which the mental disorder 
develops. These precipitating agents may be of many types, both 
endogenous and exogenous, or of physical or mental nature, and 
from organic or inorganic sources. The type of disorder is in- 
fluenced, therefore, by one thing: the reaction of the personality 
of the individual to the precipitating agents. 

Syphilitic individuals had, at one time, personalities which were 
no different in their fundamental aspects from the personalities of 
any unselected group of individuals. The precipitating factor is the 
spirocheta pallida in the brain. This, plus the personality, determines 
the result. The argument may be raised that there are individuals 
who, although presenting all of the laboratory findings of general 
paresis and a few of the physical signs indicative of organic brain 
disease, possess no symptoms of a psychosis or psychoneurosis. This 
argument is not justified inasmuch as it is well known that there are 
many individuals who, although subject to agents identical with the 
precipitating agents of mental disorders never develop any patho- 
logical mental phenomena. They belong to the group of what 
might aptly be called permanently psychosis-free individuals. 


CONCLUSIONS. 


A study of the emotional symptom-groupings of 300 cases of 
general paresis is presented. 

An attempt is made to point out that the general paretic is, 
usually, not only a case of cerebral syphilis, but a case of cerebral 
syphilis plus a psychosis or psychoneurosis. 

It is pointed out that the general paretic should be treated not only 
for cerebral syphilis but also for the existing abnormal emotional 
state by recognized therapeutic measures. 
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CRIMES OF UNINTELLIGIBLE MOTIVATION AS 
REPRESENTING AN INITIAL SYMPTOM OF 
AN INSIDIOUSLY DEVELOPING 
SCHIZOPHRENIA. 


A Stupy OF THE COMPARATIVE EFFECTS OF PENITENTIARY VS. 
HospiTAL REGIME ON SuCH CASEs.* 


By A. W. HACKFIELD, M.D., Seattte. 


A crime of unintelligible motivation committed by an individual 
exhibiting primary schizoid tendencies is symptomatic of an in- 
cipient schizophrenia. The early recognition of such cases is of 
great practical importance from a medico-legal standpoint, because 
if this diagnosis can be established, it changes the complexion of 
the crime as well as the disposition of the case. 

Such criminals when committed and treated medically may 
either show good remissions, or be prevented from developing a 
progressive deteriorative psychosis ; and by remaining under medi- 
cal supervision any signs of relapse or progression may be detected 
early and constitute a warning for recommitment. If such crimi- 
nals are immediately given major sentences, the stress and strain 
of prison life usually initiate a rapidly deteriorative process ter- 
minating in an irrecoverable psychotic state requiring life long 
commitment with the resultant financial burden to the state. If on 
the other hand, such cases who receive minor sentences are later 
released without any medical supervision they constitute a menace 
to the community ; frequently they commit major crimes later. 

In a non-psychotic criminal, the stress and strain of penal life 
will never precipitate a major psychosis. Such mental aberrations 
as have been observed fall into the classification of “ prison psy- 
choses.” This category includes a large margin of clinical types. 
However, if a major psychosis does develop it is presumptive evi- 
dence that it existed at the time of the crime, even if only in a 
latent form. 


* From the Psychiatrischen Universitaetsklinik Burghoelzli-Zurich. Direc- 
tor: Professor Dr. Hans W. Maier. 
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The purpose of this study is to present a variety of clinical 
material in support of these contentions; this material represents 
the product of years of medico-legal experience in the psychiatric 
approach to crime as practiced at the University of Zurich Psy- 
chiatric Clinic and today forms the basis for an objective and 
scientific study of criminals committed to this institution for ob- 
servation and medical testimony. 

In such an approach to the study of crime all emotions and 
individual attitudes and prejudices must be replaced by scientific 
reasoning based on empirical medical facts. It becomes, therefore, 
the business of the psychiatrist to determine in any given case 
whether or not the patient is suffering from an incipient psychosis, 
sufficiently advanced, however, to be the motivating factor in the 
criminal act. Upon the psychiatrist’s advice depends the destiny of 
the case. The opinion is rendered not in the court room but in the 
clinic. The burden of the responsibility is placed upon the shoulders 
of the medical expert. This places the psychiatrist in an extremely 
difficult position, because it is often next to impossible to establish 
a clear-cut diagnosis. 

Criminals suffering from a fully developed major psychosis 
represent no problem in diagnosis. If the psychoses and their re- 
lation to the crime are disregarded in the evaluation and disposition 
of the case, such procedure is an index of the backwardness of any 
given community or state. However, it is the borderline case which 
constitutes a problem in diagnosis and these borderline cases are the 
most frequent types encountered. In the problem of differential 
diagnosis two clinical syndromes deserve consideration, because 
they occupy first rank both as to importance and frequency: cases 
of incipient schizophrenia and of unemotional psychopathic person- 
ality of the moral insanity type (the criminal in the true sense of 
the word). The emotionally unstable psychopathic individual com- 
mitting his crime in a state of excitement and emotional turmoil 
does not belong here and forms a group by himself. Here the 
crime no longer remains of unintelligible motivation. (This group 
will be treated by Mohr of this clinic in a paper to be published 
soon.) In his discussion of differential diagnosis, Mayer-Gross ? 
stresses this first group. He points out the difficulty in diagnosis 
frequently encountered in such borderline cases. This difficulty 
has since time immemorial confronted the psychiatrist ; D’hollander 
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and de Greeff * in a study of 23 criminals, discuss the frequent 
relation between crime and mental disease. In their conclusions 
they raise this question: Is it possible to detect symptoms of mental 
disease in a given criminal which will enable us to presuppose the 
presence of an incipient schizophrenia at the time of the com- 
mitment of the crime which only later progressed to a manifest 
state, but at the same time was responsible for the act per se? They 
stress the fact that our relatively crude diagnostic technic is wholly 
unreliable and inadequate for the detection of an incipient form of 
schizophrenia: nevertheless, they admit that such prepsychotic 
states suffice to account for the crime. How then may we find our 
way out of this dilemma? 

From a practical standpoint it may be said that the differential 
diagnosis between an incipient schizophrenia and psychopathic 
personality of the moral insanity type, rests on a process of diag- 
nosis by exclusion. If we can exclude an incipient schizophrenia, 
we shall not go far astray in the disposition of the case.* If we err 
in the case of schizophrenia, the whole trend of development is 
changed which may be far-reaching in its consequence. 

The deciding differential factor is really an arbitrary one and is 
not one of medical but of legal interpretation. It rests upon the fact 
that in the major psychoses the patient’s intellectual faculties 
(sophropsychische Beherrschung u. Steuerung) are deranged to a 
high degree, whereas in the case of the psychopath, this is not the 
case to such an extent. At times the latter may act because of sub- 
conscious motives, but to a certain degree external pressure in the 
form of a code of laws suffices to keep him in check; these types 
have jurisdiction over their behavior to a remarkable degree in 
case of stress or danger. Yet, it must be pointed out that the 


* What our attitude should be in regard to this type of criminal (psy- 
chopathic personalities of the moral insanity type) from a strictly medico- 
legal standpoint, constitutes the psychiatrist’s chief problem; the discussion 
bearing upon it has been the chief factor in discrediting the psychiatric 
expert in public opinion. The various points of view have come to repre- 
sent a medical philosophy (Weltanschauung). From a practical standpoint 
may it be said that we would not sentence to penal servitude a criminal 
suffering from general paresis, though indirectly he is more responsible for 
the acquisition of his syphilis than a psychopathic personality is for his 
poor hereditary endowment, early training and environment during his devel- 
opmental period. 
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division where unconscious motives cease and intellectual volition 
starts is relative and arbitrary. 

It goes without saying that revenge and emotional prejudice 
have no place in a scientific criminal code. Should we then consider 
these cases in the same light as the major psychoses as to their 
responsibility for a given crime? Practical experience would 
answer in the affirmative, because we know that very few criminals 
of this type profit by their penal servitude. However, between the 
two extremes of mental abnormality in psychopathic personalities, 
there exists a series of gradations and each case must be decided 
upon its merits. The principle of complete exculpation cannot 
operate here as in the case of the psychoses. Our entire social order 
is based upon a system of codes by which the individual of the 
group must abide, and it is just such external pressure in the form 
of ethical and criminal codes which serves to keep many of this type 
in check. This fact is the chief and only justification for such codes 
and their enforcement and can never be replaced by any absolute 
system of psychiatry. 

Starting from the principle of diagnosis by exclusion, every 
unintelligible crime must arouse the suspicion of the existence of 
some form of mental aberration in the perpetrator. In the absence 
of obvious psychotic manifestations, we must think of an incipient 
schizophrenia, especially in all instances where the crime is man- 
slaughter or homicide. In reviewing the case histories of chronic 
schizophrenics who had a previous crime record Fleck * could show 
that they had been suffering from schizophrenia for a long time and 
that their previous criminal acts were simply the expression of such 
a psychotic process. In a study of 716 cases of schizophrenia Braun * 
comes to the conclusion that about 14.5 per cent of all cases turn 
criminal at some time in their career. By studying the inmates of 
two institutions for the criminal insane, Pighini® found 50 per 
cent of them suffering from an unmistakable ‘“ dementia pracox.” 


Criminal acts of the basest nature and beyond the scope of human 
understanding he emphasizes as peculiar to this type of individual, 
and in many instances he was able to show that the psychoses 
existed already at the time of the crime. Wilmanns ® characterizes 
the incipient schizophrenic as an individual tending to commit petty 
offenses as the result of a lessening of his inhibitions, but who may 
unexpectedly commit the most atrocious and unmotivated major 
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offenses. He says that it not infrequently happens that during the 
prodromal stage the incipient schizophrenic’s emotional life is 
dominated by a shrewd and calculating coldness. Once the desire 
to dispose of a fellow human being has taken hold of him then the 
usual inhibitions are ineffective and the result is the commitment 
of atrocious major crimes. Gruhle‘ also points out that this change 
in a person’s basic character during the prodromal stage of schizo- 
phrenia is probably the chief factor responsible for turning a pre- 
viously social individual of good reputation into a profound criminal. 
The wholly unintelligible acts on the part of previously responsible 
persons may in most instances be shown to represent the first 
symptomatic expression of a developing schizophrenic process. 
Kolle § reports the case history of a child murderess in support of 
this contention, the slowly developing schizophrenic process mani- 
festing itself later. That during the incubation period the patient 
may commit a crime on the slightest provocation, the cause being 
so trivial and remote that it escapes the observer’s attention and 
thus lends to the crime its unintelligible character, is shown by the 
case reports of Finckh® and Pacheco.’® Finckh reports the case 
of a girl who attempted to strangle her fiancé because her employer 
discharged her; Pacheco the case of a 32 year-old man who 
murdered his sister because her moral conduct was a matter of 
concern to him. Clinical observation confirmed that both of these 
murderers were suffering from schizophrenia. 

These authors have further pointed out that the commitment of 
crimes of unintelligible motivation by individuals previously con- 
sidered socially responsible and apparently mentally sound represent 
an initial character change, the result of an incipient schizophrenia. 
When such an individual’s conduct stands in such marked contrast 
to his former behavior, then the case should arouse sufficient at- 
tention to warrant psychiatric examination. To arrive at a diag- 
nosis at such time may be extremely difficult. Irrespective of the 
psychiatrist’s skill and reputation, a diagnosis in the greater number 
of cases cannot be made after an hour’s consultation in a prison 
cell. The patient must be committed to a psychiatric clinic and his 
environment made as natural as possible. He must be given free- 
dom of expression and movement. Only then can the deviations 
from the normal in behavior and expression be detected. We must 
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study his reaction to his fellow patients, his attitude towards work, 
his reaction to the commitment and psychiatric exploration. Very 
often, the customary Io or even 30 day period of observation will not 
suffice, and whenever the least doubt exists in the physician’s mind, 
the patient should be committed for an extended period of at least 
several months. If then he is found to be mentally sound and is 
convicted, the time spent in the hospital may be credited to his 
sentence. 

The execution of a crime of unintelligible motivation by a pre- 
viously socially adapted and mentally sound individual, however, 
does not suffice to establish a diagnosis of schizophrenia, although 
it is presumptive evidence. We must now proceed to establish the 
diagnosis. The most important diagnostic criteria are the absence 
or presence of primary disturbances in the associative and affective 
spheres. Secondary symptoms in the form of delusions or hallu- 
cinations, marked negativism with cerea flexibilitas, the various 
stuporous states and a whole host of signs and symptoms usually 
associated in the average physician’s mind as characteristic of 
schizophrenia are markedly absent in such incipient cases. 

In formulating his concept of schizophrenia, Bleuler ** empha- 
sizes disturbances in association and the affective sphere as the basic 
symptoms of this syndrome. In the associative sphere may be 
observed a looseness in the normal trend of thought: a combining 
of the irrelevant and the use of symbols in place of relevant state- 
ments is conspicuous. The thought processes show a bizarre quality. 
Condensations as well as the substitution of symbols in the place of 
normal concepts may be observed. In its earliest phases this change 
manifests itself chiefly in the use of words in the wrong place and 
phraseologies in place of words, as may be demonstrated by the 
association test of Jung. Conspicuous also is the lack of goal idea, 
often suggestive of a flight of ideas, the essential difference being 
that in a true flight of ideas one affectively charged goal idea is 
substituted for another, whereas in the case of schizophrenia there 
is no goal idea. As a result, the thinking has a distinct dissociated 
quality, which is aggravated by a certain distractibility. The patient 
may not answer the examiner’s question or may become lost in 
circumstantialities ; any irrelevant stimulus may throw him off the 
track. Because of these disturbances in association which in the 
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early stages may be present in almost imperceptible degrees ( Nuan- 
zen), the affect tends gradually to dominate the trend of thought. 
Desires, wishes, fears over-rule logical thinking ; a dissociation be- 
tween intelligence and affect takes place, whereas in integrated 
logical thinking they parallel each other. It is just this fact which 
lends to the schizophrenic’s motives the unintelligible character as 
judged in the light of accepted rules of logic. The intelligence, 
irrespective of its quality, becomes subservient to the affect. In 
addition to these disturbances in association, absurd generalizations 
and blocking of ideas and thought processes occur ; the latter when 
present to any considerable extent is a common and pathognomonic 
symptom of incipient schizophrenia. 

The domination of the intellectual faculties by “‘ complex think- 
ing” gives rise to the second basic symptom, the disturbance in 
affectivity. The patient is indifferent to his environment (welt- 
fremdt). This indifference, coupled with the disturbance in as- 
sociation, makes it difficult for the patient to adapt himself or to 
exhibit adequate emotional reactions. In certain cases a kind of 
affective response may be observed which, however, is rather a 
state of irritability but quite unlike in quality to that of a psycho- 
pathic personality. This irritability when it manifests itself is 
inappropriate to the situation and probably of central origin, whereas 
the irritable reactions of the psychopathic personality are superficial 
and in response to a stimulus. This fact lends to the schizophrenic 
a quality of impulsivity. From the objective side this disturbance 
in affectivity manifests itself in a loss of rapport. The presence 
of a gulf between the patient and his environment is one of the 
outstanding characteristics of the schizophrenic. 

These affective disturbances manifest themselves in the patient’s 
entire expression. We speak of a rigidity of his mimicry. The 
result of this affective poverty and inability to get in touch with 
the environment is the development of autistic thinking. The 
patient retracts into himself, his complexes entirely dominate his 
thought processes, he loses the ability to react to external, but 
responds to internal stimuli. 

These primary symptoms may be interpreted as representing a 
fusion of a primary defect (Aussfallerscheinung) in the psycho- 
biological integration and compensatory adaptive compromises 
(Ausgleicherscheinungen). Because of the inability to adapt to 
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the environment, the patient withdraws, tends to misinterpret it 
and becomes very suspicious. In his attempt to gain contact, adap- 
tive mechanisms are evolved, the suspicion is replaced by ideas of 
reference, which may develop into delusions. Because of his marked 
autism, the schizophrenic’s sensory organs tend to become acute, 
resulting in a heightened central registration of external stimuli 
to which he is unable to respond. This leads to the development of 
illusions and finally hallucinations. These secondary symptoms are 
late in development, and therefore are of no aid in the diagnosis of 
the incipient case. If we can elicit an earlier history of such secon- 
dary symptoms, then we possess prima facie evidence for the 
existence of schizophrenia in a doubtful case. Later, these secon- 
dary symptoms may entirely dominate the clinical picture. In other 
cases they are relatively late in appearing and in isolated cases 
they may never manifest themselves. As the schizophrenic process 
then progresses these primary symptoms may also increase in 
quantity: in the associative sphere the symbolisms may so dominate 
the clinical picture that the patient even develops his own gibberish ; 
in the affective sphere, there may obtain absolute emotional deterior- 
ation. Which type of adaptive compromise dominates a given 
clinical picture undoubtedly presupposes a certain constitutional or 
psychobiological factor in a given individual's make-up. From 
the psychobiological angle there seems to be clinical evidence in 
support of this view. Thus Rorschach '* was able to demonstrate 
that there existed a correlation between the kinesthetic reaction type 
(kinaesthetischer Erlebnistypus) with a preference for somatic 
delusions on the one hand, and the extrovert (extratensiever Erleb- 
nistypus) showing predominantly a predilection for auditory hal- 
lucinations. 

In borderline cases, besides the primary symptoms, we are more 
or less aided in our diagnosis by an intensive study of the patient’s 
family history. if a borderline case shows a positive heredity of 
schizophrenia, in addition to the above, we may confirm our ten- 
tative diagnosis. A case of schizophrenia does not presuppose a 
positive family history, but in a doubtful case the presence of a 
positive heredity changes the presumptive diagnosis into a positive 
one until proven otherwise. In experienced hands the Rorschach 
psychodiagnostic test constitutes an invaluable aid in establishing a 
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diagnosis in doubtful cases. However, it must be emphasized that 
this test is a highly specialized one and of value only in the hands 
of an examiner having had considerable training and experience in 
its application and interpretation. 


PRESENTATION OF CASE MATERIAL. 
Group I. 


The following are detailed case reports of schizophrenics who 
committed their crimes in a prepsychotic or psychotic state who 
were sentenced to penal servitude. In several cases the schizo- 
phrenia was surmised and its later development predicted, miti- 
gating circumstances were reported but not taken into consider- 
ation by the court. All of these cases developed a progressive 
irrecoverable psychosis requiring life-long commitment. 


Case 1.—An electrician, born 1898, with a negative history of mental 
disease, of a rather seclusive personality make-up, in an ambivalent state of 
mind attempted to murder his wife. His odd, detached and indifferent 
behavior during the course of the trial aroused the suspicion of a psy- 
chosis. Psychiatric examination revealed the primary symptoms of  schizo- 
phrenia. The crime was considered as committed in a prepsychotic state, 
mitigating circumstances were set forth and solitary confinement was advised 
against in the hope that thereby the development of a psychosis might be 
prevented. The expert advice was not adhered to and in the penitentiary he 
developed a rapidly progressive deteriorating psychosis; he requires perma- 
nent commitment. 

Past History.—Since childhood the patient was known as a good depend- 
able worker but of an extremely jealous character. He was described as 
having been of rather an egocentric, sensitive but aggressive nature, far 
more excitable and irritable than his brothers and sisters. He was very 
prudish, used neither alcohol nor tobacco and was very “ thrifty” in money 
matters. His personal belongings he cared for with a passion approaching 
the abnormal. Toys and books dating back to his childhood still appear 
as new. During his courtship he was in a state of indecision up to the date 
of his wedding. In later married life he never relinquished this ambivalent 
attitude towards his wife. The result was that from the very beginning his 
marriage proved a failure. He was always in a laconic mood, unreason- 
able in his demands and indifferent to his wife and her welfare. He would 
never go out with her but instead devoted his spare time to knitting, spending 
every evening and Sunday operating his knitting machine. When his wife 
refused to take her place at the machine while he was at work or engaged 
in some other undertaking he accused her of being lazy; in 1924 she deserted 
him. He sued and obtained a divorce, the wife obtaining the custody of the 
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child in the final decree. He was permitted to visit the child once a week 
until he began to misuse this privilege and the visits were reduced to 
bi-monthly ; to this he reacted very unfavorably. Although he had requested 
a legal divorce at the time of the separation in October, 1924, it was he who 
now made every effort to have the proceedings annulled. The wife, however, 
would not consent to reconciliation, because she maintained that the difficul- 
ties were of his own creation and would only repeat themselves in the future. 
Nevertheless he repeatedly called upon her against her wishes with a view 
of obtaining a reconciliation. After she repeatedly refused him he threatened 
her with a revolver (December, 1924). In February, 1925, he wrote her a 
threatening letter. During the period from October, 1024, until the com- 
mitment of the crime in March, 1925, the patient had difficulties in adjusting 
to his fellow workers. He was continually in conflict with them, having the 
feeling that they were plotting behind his back. He further accused his wife’s 
lawyer of indiscreet behavior with her and threatened him. 

Criminal Act——On March 30, 1925, he met his wife on the street and 
escorted her home against her wishes. She was annoyed by his presence 
and requested that he leave. To this request he reacted by stepping back 
suddenly and firing three shots at her. 

Later Course—Because of his strange conduct during the trial, he was 
subjected to a psychiatric examination. During his hospital residence his 
conduct and attitude varied. He cooperated with the examination and never 
gave cause for disciplinary measures. However, he was always in a rather 
laconic mood, was restless and revealed a morose expression with a pene- 
trating paranoid look (see Fig. 1, photograph 1). During the intelligence 
test he expended great effort in trying to find the answers, resorted to great 
circumstantiality and frequently gave a wrong answer in addition to the 
correct one. His speech revealed minor disturbance in association; he used 
wrong words and odd phraseologies in formulating his concepts. In his man- 
ner he was casual and indifferent and was unable to concentrate. In his 
affective sphere he was irritable; without apparent cause he would get 
so excited that he cried out loudly until his voice would falter. In such 
states of excitement his suspicions towards his environment, and authority 
in particular, could be easily detected. This suspicious attitude and tendency 
to misinterpret his environment also manifested itself each time his marital 
career was reviewed. 

He maintained the fixed idea that he was refused admission to the 
army because he had not attended his brother’s funeral (when in fact he 
was rejected because of a goiter). He was of the opinion that a certain 
Dr. M. had slandered his character to his wife before their marriage: “that 
is why she always seemed happy only when she had been in town,” inferring 
that she had visited with this person. “I have no absolute proof, but I am 
of the firm belief that Dr. M. was back of all this. Why should he defend 
her case during the divorce proceedings? (the party in question was the wife’s 
lawyer). And now as I look back I am more convinced than ever that 
this whole affair was plotted with a view of ruining my career and char- 
acter.” Though he admitted having threatened his wife previously, he denied 


AMERICAN JOURNAL OF PSYCHIATRY, Vol. 91, No. 2. PLATE 9. 


Picture taken in 1925 at time of Picture taken in the hospital in 
crime. January, 1932. 
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ever having had any intention of killing her after the divorce; the revolver 
he maintained he had bought to protect himself against the evil maligners 
in the factory who were constantly plotting behind his back. He repeated 
this story without any contradiction, always insisting that he had not 
attempted to murder his wife with premeditation but had committed the 
act in a state when no other alternative was open to him. 

In summary the official court report regarded the patient as having com- 
mitted the crime in a state of emotional excitement. He was regarded as 
an emotionally unstable psychopathic personality on the borderline of in- 
sanity; mitigating circumstances were advanced and solitary confinement 
was advised against for fear it might precipitate the latent schizophrenia. 
The patient was sentenced to 34 years in the penitentiary, commencing Sep- 
tember, 1925. In the penitentiary, in spite of all personal efforts, he was 
slow in comprehending, seemed detached, his reaction time in speech and 
movement being markedly reduced. His fellow inmates nicknamed him 
“ Spinnbruder ” (the word spinnen in coloquial German has the same mean- 
ing as one being deluded). Though a master electrician by trade, it was 
impossible to employ him in this capacity and he could qualify only as a 
laborer. In April, 1926, he attempted suicide by hanging. He was read- 
mitted to the hospital, his facies revealing an expression of tension. He 
did not respond to questions but stared into space in a detached manner. 
Soon an ever expanding delusional system manifested itself, and he made 
a second suicidal attempt. Delusions of persecution were elicited: poison 
was being put into his food. Disturbances in association were very marked 
and he was finally transferred to a mental hospital for chronic cases. He 
was discharged against advice several times only to be returned each time 
in a completely dilapidated condition. He has been admitted to this clinic 
on five occasions and has made three suicidal attempts. His last admission 
was in May, 1931, in a state of complete moral, mental and physical deteriora- 
tion. He had been apprehended by the police while stalking about the 
countryside without any clothes on and displaying a long beard and long 
flowing hair (see Fig. 1, photograph 2). Today he presents the clinical 
picture of a fully dissociated chronic paranoid schizophrenic who will 
require permanent commitment. 

Comment.—This patient showed a peculiar eccentric character since child- 
hood. His odd behavior during his brief marital life led to a divorce. From 
the time of his marital separation up to the time of the attempted murder he 
was constantly in a state of ambivalency. He was suspicious, displayed ideas 
of reference and often uttered threats in a defense of these. That the 
attempted murder was premeditated is doubtful, but rather represents the 
cutgrowth of an affectively charged desire which dominated his entire think- 
ing—the desire to obtain a reconciliation with his wife. When this wish 
was thwarted he attempted the crime in a state of emotional imbalance, his 
logical reasoning powers being entirely subservient to his affect. Such 
behavior may well be in keeping with that of an emotionally unstable psy- 
chopathic personality but it also displays something of the impulsive quality 
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so characteristic of affectively charged autistic thinking. The degree of affect 
dominating his desires together with his refusal to accept the realization of 
their futility speaks of schizophrenia. In support of this we have further 
a list of primary signs and symptoms revealed during the first commitment, 
his sensitive seclusive manner with depressive tendencies—not uncommon 
among incipient paranoid schizophrenias—ideas of reference, his laconic 
ambivalent attitude and marked paranoid expression, the inner restlessness 
with inability to concentrate, disturbances in his association. These symp- 
toms speak for latent schizophrenia, and in support of this view we have 
further the fact that the psychosis manifested itself at the very beginning of 
his prison sentence; the stress and strain of prison life usually has a very 
unfavorable effect upon cases of latent schizophrenia. 


Case 2.—Laborer and vagabond, born 1899, since the age of 18 showed 
undeniable signs of an incipient schizophrenia. In the interval from the time 
he left home until he murdered a man and his wife, he committed many 
larcenies and led a very unstable life. During this interval, he also gives 
a history of schizophrenic episodes. The criminal was sentenced to life 
imprisonment, but because of the progression of his psychosis, he required 
commitment to a psychopathic hospital, where he still remains and presents 
the clinical picture of a far advanced paranoid schizophrenia. 


Case 3.—A skilled laborer, born 1907, with a positive heredity of schizo- 
phrenia and psychopathy, murdered and robbed his best friend in order that 
he might buy a motorcycle with the money he thus obtained. The nature 
of the crime as well as his later peculiar behavior warranted a pyschiatric 
examination. A tentative diagnosis of incipient schizophrenia was made, 
mitigating circumstances were reported and solitary confinement was advised 
against; nevertheless, he was sentenced to life imprisonment. 


Case 4.—A railroad employee, born 1902, without positive heredity. He 
murdered his child because he considered it an impediment to his career. 
His aberrant behavior during the preliminary hearing and the unintelligible 
motivation of the crime warranted psychiatric examination which revealed 
clear-cut symptoms of an incipient schizophrenia. Mitigating circumstances 
were indicated and solitary confinement was advised against in the hope of 
preventing the development of a manifest psychosis. He was sentenced to 
penitentiary where he developed a progressive deteriorating schizophrenia 
requiring life-long hospital confinement. In this case prolonged observa- 
tion never revealed any secondary symptoms in the form of either delusions 
or hallucinations; nevertheless, he was so psychotic that he could not be 
used for any form of work and had to be kept on a chronic ward. 


Case 5.—The son of an aristocratic family, born 1891, murdered his 
mistress because she was pregnant by him a second time. He was sen- 
tenced to 12 years in the penitentiary where he developed a paranoid schizo- 
phrenia and still requires commitment. Reviewing this case in the light of 
the patient’s past history, its later course and our experience with simular 
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criminals committing acts of unintelligible motivation, allows us to postulate 
that his deed was the expression of an incipient schizophrenia; the strain 
of prison life precipitated his deteriorating psychosis. 


Case 6.—An Italian laborer, born 1875, hereditary history unknown. Dur- 
ing 1907, in reaction to hallucinatory experience, attacked a fellow countryman 
in a lodging house and stabbed him to death. The patient was not sub- 
jected to a mental examination, though he was hearing voices while await- 
ing trial. He was charged with manslaughter and sentenced to three years 
in the penitentiary “because it could not be proven whether he acted in a 
state of emotional excitement or in self defense.” In the light of the later 
development of the case it is safe in postulating that he reacted to a hallu- 
cinatory experience. The strain of prison life aggravated his psychosis, 


he required commitment and in February, 1931, died in a mental hospital in 
Italy. 


Case 7.—A laborer, born 1896, with history of psychopathy, since 1916 
was constantly in conflict with the law because he committed various rob- 
beries. All disciplinary measures were without avail. In the penitentiary a 
fully developed schizophrenia was recognized by the consulting pyschiatrist. 
He was committed and still remains in the hospital where he presents the 
clinical picture of a far advanced paranoid schizophrenia which in its symp- 
tomology shows many signs and symptoms of chronicity.* 


Comment to This Group.—This group is composed of two types 
of cases, patients suffering from a manifest schizophrenia at the 
time of committing their crimes who were not subjected to psy- 
chiatric examination (cases 2, 6, 7), and cases who, up to the time 
of the crime, had been considered as socially adapted individuals 
who suddenly committed crimes of unintelligible motivation, who 
were subjected to psychiatric examination and revealed symptoms 
of an incipient schizophrenia (cases I, 3-5). In speaking of crimes 
of unintelligible motivation, the word unintelligible comes closest 
to the German “ uneinfuehlbar” as interpreted in the light of 
criminal psychology. Everything the schizophrenic does has a 
motivation, only we are at a loss to comprehend the motive. The 
patient who tears his coat because a button is missing has a reason 


* Every psychiatrist knows from experience that vagrants, especially those 
guilty of repeated petty offenses, even felonies, are for the most part suffer- 
ing from some form of chronic mental disease, usually they are partially 
adjusted chronic schizophrenics. Gruff and Louvain '3 report the case history 
of such a vagabond whose schizophrenia was not recognized for 30 years. 
The fact that a chronic criminal career oftentimes is the expression of a 
chronic schizophrenia was one of the guiding principles responsible for 
the passage of the Briggs Law of the State of Massachusetts. 
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for doing so, only it is a form of action which the average normal 
individual cannot comprehend. 

In the crimes committed by cases 2 to 7, which are herewith re- 
ported only in abbreviated form, the discernible motivating factor 
was not in keeping with the severity of the act. The psychiatric 
examination and exploration based on a comprehensive history and 
close observation of the patient as well as the later course of the 
case revealed in every instance that these patients committed their 
deed in a psychotic or prepsychotic state. Each one of these cases 
was sentenced to the penitentiary. The stress of prison life had a 
very deleterious effect upon their mental life. The incipient psy- 
chosis progressed into a manifest one and the manifest psychosis 
was aggravated so that today each one of these patients still re- 
quires hospital care and presents the end stage of a slowly pro- 
gressive deteriorating schizophrenic process. 

In part this group, especially cases 1, 3-5, is reported in answer to 
the question raised by D’hollander and de Greeff *: If clinical ex- 
perience has taught us that a crime committed in the prepsychotic 
state is the expression of an incipiently developing schizophrenia 
but according to our present diagnostic technique cannot be de- 
tected, what attitude should the psychiatrist take in his recom- 
mendation for the disposition of the case? Does the diagnosis of a 
schizophrenia, manifest or latent, demand 100 per cent exculpation 
and commitment? Based on the experience of a large clinical 
material seen in this clinic, it must be said that the prepsychotic 
state suffices to account for the crime, especially of the type of 
unintelligible motivation, perpetrated by an individual previously 
regarded as socially and economically adjusted. This fact has 
already been stressed by Wilmanns and Gruhle,’ and if the diag- 
nosis of any stage of the schizophrenic process can be established, 
only one course of action remains for the psychiatrist to pursue, the 
recommendation of 100 per cent exculpation and commitment. 
Halberstadt * is of the same opinion and from very practical 
reasons such procedure is to be endorsed. 

If patients who commit their crime in a prepsychotic state are 
sentenced to the penitentiary,* the manifest psychosis invariably 


* Throughout this paper the use of the phrase “sentenced to the peniten- 
tiary” rests upon the fact that in the Canton of Zurich, Switzerland, capital 
punishment does not exist. If clinical experience has shown that a pre- 
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develops. Irequently such cases remain in prison for many years 
before the psychotic symptoms arouse sufficient attention to war- 
rant hospital commitment. But more important from a practical 
standpoint, in cases where the psychosis was manifest at the time of 
the crime—cases 2, 6, 7—or becomes manifest in the penitentiary— 
cases I, 3-5—is the fact that the stress of solitary confinement and 
prison discipline has a very deleterious effect upon the progress of 
the psychosis. The prognosis in such cases usually is very bad, as 
has also been stressed by di Tuelio.’® The reason is not altogether 
known; nevertheless, we must pursue a course of action which 
agrees with our clinical findings. 


Group II. 


In contradistinction to the foregoing group a series of cases who 
committed their crimes in a prepsychotic or psychotic state and who 
were treated medically is next reported. Most of them have shown 
good remissions and a good prognosis. Such cases that show 
remissions and are discharged remain under medical supervision but 
are able to carry on a useful life outside of an institution. Others 
remain committed but their psychoses never progressed to the stage 
that they became a difficult nursing problem, but adjusted well to 
institutional life and are vocationally active. The type of crime in 
most instances was analogous to those reported in the cases of 
Group I. One of these cases will again be reported in detail and the 
others in abbreviated form. 

Case 8.—A lithographer, born 1871, with a very bad hereditary history, 
in a state of hebephrenic excitement, shot and killed his wife and wounded 
a second person. On the basis of psychiatric examination exculpation for 
the crime and commitment to the hospital were recommended. The patient 
has shown a very good remission, is today living outside of an institution 
and is adjusting well. 

Past History—His father died when the patient was seven years old. 
He was one of 13 children, raised by a very “nervous” mother. One 
brother is a peculiar, seclusive individual. On his maternal side nine undis- 
puted cases of mental disease could be ascertained. In school he had to 


psychotic state suffices to account for crimes, in states where capital pun- 
ishment does exist, the psychiatrist must be doubly cautious in ruling out 
an incipient schizophrenia. This view also brings up the question as to the 
justification of capital punishment, a discussion of which goes beyond the 
scope of this paper. 
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repeat classes. Since his youth he was known to be a seclusive individual 
with an inclination and talent for drawing. After leaving school he went to 
London where he married a woman far below his intellectual and_ social 
position. He became the father of five children. In 1906 he returned to 
Switzerland, and lived in one of the southern cantons where he remained 
until his return to Zurich in 1915 without means or work. He was unable 
to obtain work and subsisted upon a small inheritance. It was while the 
patient was living under these distressing circumstances that he committed 
the following crime: 

Criminal Act—On August 6, 1916, the patient requested his wife to sign 
a statement declaring who was the legal father of each of her five “ illegiti- 
mate children.” The wife was perplexed by this sudden absurd demand and 
refused to comply. An argument ensued, the patient left the house, wandered 
about town, spending some of his time in cafés where he took part in card 
games. Interrogation of all the persons present in these various places 
revealed that none had noted any change about him that was in any way 
a marked contrast to his usual behavior. At midnight he returned home 
and began to scold his wife because she had not signed the requested state- 
ment. Fearing the consequences she fled from the room. Because of the 
altercation in the home and the screaming of the children, neighbors began 
to enter the dwelling. They reprimanded him and one of the men gave him 
a slap in the face before leaving. The patient fired on his wife, then at 
the doorway, hitting one of the departing neighbors and emptied the gun on 
his wife and reloaded it. He quieted the children, put on his shoes and 
prepared to go out again without even looking after his wife. At this moment 
he was apprehended. During the preliminary court hearing his peculiar atti- 
tude and conduct were a matter of concern to the officials. When told that 
his wife had died as a result of the wounds, he remarked, ‘“ Hmm, she’s 
dead. Well, I am indeed sorry. I suppose that will mean quite a stretch 
for me to serve. That blow in the face was the cause of it all.” All this was 
said without flickering an eyelid, changing his tone of voice or moving a 
facial muscle. Besides making many derogatory statements about the char- 
acter of his wife he maintained that each of the five children had a dif- 
ferent father and none was his own because all of them “are racially dif- 
ferent.” He maintained that 14 years ago he had once surprised his wife 
kissing another man but admitted he had never seen this happen again, but 
“she is far too shrewd for me.” “I have no proof that she has kept com- 
pany with other men but I surmised it and it is this uncertainty that causes 
me so much distress.” At another time he had no recollection of ever 
shooting his wife and refused to believe that she was dead. When this fact 
was impressed upon him, he smilingly remarked, “I am indeed sorry,” and 
wished to know who attended the funeral. Because of this odd conduct and 
indifference, he was committed for psychiatric examination. 

Course in the Hospital—During his hospital period the presence of hallu- 
cinations could not be absolutely established though several attendants re- 
ported having observed the patient talking to himself as though responding 
to voices. Beyond the delusions centering about his wife’s marital infidelity, 


a 


ase 


| I 
| 
V 
i 
f 
T 
t 


1934 | A. W. HACKFIELD 65 


which also were the motivation of his murderous assault upon her, neither 
ideas of reference nor delusions of any kind could be elicited. He showed 
a marked reserve, his flow of speech was monotonous and retarded and 
it was only after considerable prodding that any kind of contact could be 
established. Concerning the crime he would speak quite unreservedly and 
with an air of indifference. 

In résumé the following may be said about the case: “ X” is descended 
from a family with a positive history of mental disease. While in England 
he married a girl far below his social, economic and intellectual level. The 
marriage was the result of his exaggerated pity for and inability to resist 
the pressure of the girl’s family. She was an uncultured, unintelligent girl; 
he was descended from an old Swiss family of culture and breeding. The 
contrast was too great and he was forever having regrets which finally led 
to family disputes. In his ambivalent state of mind, he was unable to find 
a solution and this only tended to accentuate his autism and withdrawal 
from reality, thus creating a vicious cycle. His preoccupations were com- 
pletely dominated by one trend to the exclusion of any other. This same 
lack of interest also manifested itself in his mimicry which remained expres- 
sionless. His affective tone was always on the same level. These affective 
and associative disturbances are recognized symptoms of an incipient schizo- 
phrenia. (It was this affective dullness and lack in associative faculties that 
caused him to appear to the average man as a rather reserved and quiet 
person, and made it impossible for his friends and relatives to comprehend 
why such a “ good natured man” could commit such an atrocious crime.) It 
is this inability to get into affective contact with the environment which 
results in the damming up of affective energy which finds expression in 
periodic explosions. The slightly intoxicated state, the reaction to the 
blow in the face, represent additional factors leading to a discharge of his 
emotions. Furthermore, this affective discharge directed at his wife was 
strengthened by his delusions regarding her extra-marital relations and the 
suspected illegitimacy of the children, which she refused to admit. 

On the basis of these findings and facts it was considered that the crime 
was an expression of a psychopathic state peculiar to schizophrenia and that 
the patient was to such a degree under the domination of his affect and 
autistic thinking that he was not responsible for his act. He was committed 
for medical treatment and remained in the clinic from September 29, 1916, 
to October 27, 1919, during which time he showed very little change. In 
these three years of observation, there remained little doubt as to the 
correctness of the diagnosis. The crime was committed during a schizophrenic 
episode which gradually improved. In 1919 he was released on parole which 
he never violated and in 1928 was discharged. He has to this date lived 
outside the institution giving little cause for concern. If he had been sen- 
tenced he undoubtedly would have deteriorated into an irrecoverable psy- 
chotic state. 


Case 9.—A laborer, born 1907, attempted murder with the intention of 
robbery. Investigation of the case from the point of view of the patient's 
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past history, the nature of the crime together with the psychiatric examina- 
tion revealed that he was suffering from hebephrenia. He was declared 
mentally incompetent and committed to the hospital for treatment; he still 
remains committed and has been transferred to an institution for chronic 
cases. 


CasE 10—A youth, born 1903, with bad heredity, in 1921 murdered a 
man and committed numerous assaults and robberies. Psychiatric examina- 
tion revealed the presence of schizophrenia and he was committed. In 1929 
he was transferred to a mental hospital in his native country (Germany) 
where he was allowed to work in the city, remaining as a boarder in the 
hospital. 


CasE 11.—A housewife, born 1871, on May 5, 1921, without apparent cause 
shot her daughter who was asleep in bed. She has a bad hereditary history. 
She was considered to be suffering from a schizophrenic depression and 
for this reason was absolved of responsibility for her deed and committed 
to a mental hospital where she remained until 1924. Following her escape 
from the institution, she worked as a domestic and up to the last report 
in 1930 had shown no relapses although a very peculiar and sensitive type 
of character was evident. 


Case 12.—W. M., born 1892, with a positive hereditary history of schizo- 
phrenia, inbreeding and psychopathy, in January, 1924, shot, with the inten- 
tion to kill, his brother-in-law. The diagnosis of paranoid schizophrenia was 
established and he was committed to a mental hospital. In May, 1928, he 
was discharged on parole and had to be recommitted and is still in the 
hospital. 


Case 13.—K. A., born 1900, with a positive history of mental disease was 
a patient in a mental hospital. A friend smuggled him a revolver with 
which he attempted to kill the director in July, 1924. He was diagnosed a 
catatonic schizophrenic and remained committed. In 1929 he was discharged 
on parole and later supervision was dropped. Up to the present report 
the patient has lived outside of an institution without giving cause for 
concern. 


Case 14.—D. K., a female, born 1898, with a positive history of schizo- 
phrenia, alcoholism and psychopathy assaulted, with the intention to kill, 
another woman because of jealousy. She was diagnosed as suffering from 
schizophrenia and was committed. In May, 1928, she was discharged on 
parole but re-entered in December, 1929. Her last discharge was to the 
custody of her parents and took place in March, 1930. Thus far she has 
remained outside of the institution. 


Case 15.—E. S., born 1874, in 1906 murdered his invalid mother and 
badly wounded his father and sister. Psychiatric examination revealed the 


¢ 


1934] A. W. HACKFIELD 657 


presence of schizophrenia and he was committed. From 1910 to 1917 he was 
allowed to visit the town but he remained a boarder at the institution. Then 
he was discharged and lived outside the hospital until 1918 when he was 
recommitted because of a slight exacerbation of his psychosis. In 1919 he 
was discharged a second time but recommitted for a nine-month period 
in 1920. Since then he has lived outside of an institution on parole and has 
had steady employment in the same position for a period of over ten years. 


Case 16.—O. L., born 1905, with a positive history of mental deficiency and 
psychopathy, in 1923 assaulted a man and robbed him of 12 francs. When 
the man called for help he beat him badly and inflicted bodily injuries with a 
knife. Psychiatric examination revealed the presence of schizophrenia on 
the basis of mental deficiency. He remained committed until 1927 when 
he was discharged on parole and has thus far lived and worked outside of an 
institution. 


Case 17.—K. L., born 1891; both parents were pyschotic, the mother com- 
mitted suicide, December 16, 1919. He shot and severely wounded his wife 
because he felt that she ordered, contrary to his wishes, 3000 lbs. of flour 
instead of the customary 6000 Ibs. to be used in the bakery. When she 
attempted to explain that it was because of the Christmas season and that 
people would buy less bread and more cakes and sweets he got so enraged 
that he committed the crime. Mental examination revealed the presence of 
a depression on the basis of a schizophrenic make-up. He was committed 
and discharged on parole in 1920. Since then he has carried on his busi- 
ness and supports his family, the guardian assisting him in financial mat- 
ters pertaining’ to his business. 


Case 18.—L. P., a woman born 1877, hereditary history unknown, on 
November 5, 1909, murdered her small boy with poison. Psychiatric exami- 
nation revealed the presence of schizophrenia. She was committed and dis- 
charged on parole in January, 1910. Since then she has worked outside of 
an institution without relapse. 


Case 19.—E. G., born 1896, hereditary history unknown, on July 30, 1921, 
killed his father and mother with an axe because “they irritated me. They 
were to blame for the many quarrels I was having with my fiancée.” Psy- 
chiatric examination revealed that he was suffering from schizophrenia. He 
was committed and still remains in the clinic to this day. He works in the 
capacity of a hospital printer and excepting an occasional affective explo- 
sion has not been a nursing problem. Whether or not he may ever be dis- 
charged on parole remains for the future to decide. 


Case 20.—H. K., born 1905, with a bad hereditary history of schizo- 
phrenia, alcoholism and mental deficiency, on March 10, 1924, murdered his 
father, in a state of affective tension into which he got himself over a very 
trivial matter. Psychiatric examination revealed the presence of schizo- 
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phrenia and he was committed. He remained in an institution until 1925. In 
1930 he was permitted to marry following eugenic sterilization. He is still 
under parole, has worked steadily and has not given cause for concern. In 
1930 he was in the hospital for a brief period for re-check and for further 
observation. 


Comment to Group I1/.—This group includes 13 patients, all of 
whom were suffering from some form of schizophrenia at the time 
of the crime ; 10 of them showed a positive history of schizophrenia, 
psychopathy, alcoholism or mental deficiency. Of this group three 
remain committed up to the present time, three others required one 
or more recommitments because of exacerbations following dis- 
charge on parole. All the cases studied had been committed for 
varying periods up to several years, most of them later discharged 
on parole. During hospitalization the correctness of the diagnosis 
was in each instance verified following prolonged observation. The 
relapses or the need for continued commitment in several of the 
cases further attests to the correctness of diagnosis. In the light 
of our experience with group I it is reasonable to assume that the 
strain of prison life might have resulted in a progression of the 
psychosis and perhaps initiated a deteriorating process, requiring 
life-long commitment with resultant burden upon the state. More 
important is the fact that when such cases were treated medically 
and then dicharged on parole, they remained under medical super- 
vision ; and the first signs of relapse warranted recommitment as 
is exemplified in the case of three patients. Granting that in all 
of these cases the prison life would not have had a deleterious effect 
upon their psychoses, then following completion of their term of 
sentence they would have been released without supervision and 
remained at liberty and might perhaps have committed further 
crimes. We know that in non-psychotic criminals of the morally 
defective type in most instances a prison sentence has no effect upon 
the person’s mental state, nor does it initiate a desire to improve, 
as will be seen from examples in group III, a fact too well known 
in the annals of criminal procedure. 

Wilmanns ° says the notion that prison life is the cause of the 
psychosis is erroneous and can no longer be held valid in the light 
of recent experience. (‘‘ Dass die besondere koerperlichen und 
psychischen Schaedigungen der Haft die Schizophrenie verursachen 
oder auch ausloesen, laesst such heute wohl nicht mehr aufrecht 
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erhalten. Sehr viel einleuchtender ist die Annahme, dass ein nicht 
geringer Teil der zu lebenslaenglichen Zuchthausstrafe verurteilten 
oder begnadigten Kapitalverbrecher nicht erst in der Strafhaft 
erkrankten, sondern bereits z. Z. der Tat geisteskrank war, und 
dass der stuermische Ausbruch der Psychose im Zuchthaus nichts 
anderes war, als in dem gesetzmaessigen Verlauf der Schizo- 
phrenie entsprechende, schicksalsemaessig auftretende Exazerba- 
tion des sich seit langer Zeit abspielenden Prozesses.”) On the 
basis of our experience at this clinic we can subscribe to this view. 
Criminals who were subjected to psychiatric examination and diag- 
nosed as not psychotic (schizophrenic) and who were sentenced to 
various terms, up to life imprisonment, in no instance developed 
psychoses. Therefore, from a medical standpoint it must be con- 
cluded that any criminal found psychotic demands commitment and 
psychiatric treatment. 


Group III. 


Criminals who were subjected to psychiatric examination and 
pronounced sane, who were later sentenced to the penitentiary and 
completed their sentence or died in prison of some inter-current 
disease, in no case developed a psychosis as a result of the stress 
and strain of prison life. As an example of this type of criminal one 
case will be reported in detail, the remainder in abbreviated form. 


Case 21.—M. K., born 1899, whose mother was a wayward and morally 
defective individual and who encouraged the patient to lie and steal; whose 
step-father, a drunkard, punished him frequently and severely. Since youth 
the patient presented a difficult behavior problem. He was a dishonest, reticent, 
untruthful, querulous and not very intelligent character with whom no amount 
of punishment proved successful. In school he instigated all sorts of unsports- 
manlike pranks for which he was detested by his fellow pupils. At 12 years 
of age he committed grand larceny. When the family was unable to cope 
with him any longer, they placed him in the country to live. Here he stole 
from the other work-hands and assaulted the wife of his master. After 
many changes of position from which he was always discharged because 
of laziness, dishonesty and untidiness, he was apprenticed in a trade. During 
his apprenticeship he stole again and was sentenced to the house of correc- 
tion for two months. Following his discharge he lived at home for a while 
and worked for his step-father. Here he attempted rape on his step-sisters 
for which he was severely beaten by their father. Thereupon he ran away 
from home and went to an aunt where he obtained shelter and later found 
work in the town. After ten months he was again discharged because he 
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did not attend to his duties and was found guilty of sabotage. He then went 
to live at the home of a girl friend whom he had met (fall of 1917) and 
slept in the same bed with her and a sister and impregnated both. The 
girls stated that they were afraid to report this state of affairs because 
the patient threatened to shoot them unless they cohabited with him. 

While he was living in this part of the country he was frequently seen 
to associate with a 67-year-old shoemaker. He assaulted this man with the 
intention of robbing him and the man died as a result of the wounds inflicted. 
At this point he was finally subjected to a psychiatric examination and was 
found to be a mentally deficient morally defective psychopathic personality 
of such a degree that for practical purposes his responsibility for his acts 
was markedly reduced and commitment to an institution following the 
expiration of his prison sentence was recommended. In December, 1910, 
he was sentenced to 24 years in the penitentiary and at the expiration 
of his term was transferred to a mental hospital for custody because he 
was considered a dangerous character. After a brief residence the munici- 
pality of which he was a resident refused to pay for his institutionalization 
and he was discharged in May, 1922. Following many minor crimes at 
home and abroad with resultant prison sentences, he inserted an advertise- 
ment in the local paper, “A young man of good character who has just 
returned home after six years abroad desires the acquaintance of a lady with 
means who has the expressed intention of a possible later marriage.” He 
received a reply and after swindling the lady out of her savings he was 
apprehended and in June, 1924, sentenced to 14 months imprisonment. At this 
time he was given a second psychiatric examination and it was again recom- 
mended that he be institutionalized, this time at federal expense. Again this 
was neglected and following his release from prison he obtained work and 
remained in this position until 1926. In the meantime his conduct record as 
later revealed left much to be desired. It was found that he trafficked in 
narcotics illegally, wore military uniforms to impress his many female 
admirers. One lady he had under his domination to such an extent that 
he persuaded her to resign her position and accompany him to a nearby 
city to visit a “rich uncle” whose sole heir he claimed to be and there get 
married. He informed her that this uncle was very discriminating and 
advised her to take all her jewels and valuables as evidence of a good social 
position. He further advised her not to disclose the marriage plans to rela- 
tives and friends because they would only envy the good marriage she 
was making and might cause a dissolution of the match. In January, 1926, he 
quit his job and engaged in a marriage racket. 

In the lodging house where he was living the frequent arrival of trunks 
filled with women’s clothing and his extensive female correspondence aroused 
attention but he always played the “perfect gentleman” and assured en- 
quirers that there was nothing unusual. He said he was engaged in the 
work of the “Good Samaritan” and was nursing ailing women and that 
frequently they would will him their effects because they were unable to 
pay. As evidence of the paying cases he displayed large sums of money 
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he carried on his person. His general conduct was such about the places 
where he lived and in the cafés he frequented that he was well liked and con- 
sidered the “ perfect gentleman.” 

The marriage racket he practiced was on the following order: He would 
insert marriage advertisements in the papers and the women desirous of mar- 
riage who presented themselves he swindled out of their belongings under 
the pretense of the “uncle story,” the uncle always wishing to see evidence 
of the lady’s social position before consenting to the marriage. The “mock 
engagement,” always under the strictest secrecy, he used as an excuse to 
have sexual intercourse with these women. Such victims as finally became 
aware of his racket and threatened to sue him, he counter-threatened with 
a suit for moral turpitude, declaring that he would disclose their immoral 
conduct in their own town. It was later established that he defrauded 45 
women in a brief time. 

Criminal Act—On April 30, M. K. was arrested because of a fraud he had 
committed. In searching his room the police found a revolver and many 
female garments for which he could give no adequate explanation. It was 
learned that he had been acquainted with one of the two women who had 
been mysteriously murdered in the period from the beginning of February 
to the latter part of April, 1926. Also the initials of some of the garments 
in his possession corresponded with those of one of the murdered women. 
Thus suspicion was focused on him and he was arrested. 

Murder No. 1.—After a certain lady had announced her engagement at 
her place of employment and the marriage did not materialize, she did not 
retract her resignation, because of shame. Then she met M. K. through 
a marriage bureau and he proposed to her according to his set scheme, 
again using the “uncle story.’ She was very anxious to get married in 
order to save her face and consented on March 4, 1926, to go with him to 
the supposed uncle, taking all her valuables with her. The trunk with her 
effects, K. checked at the baggage counter at the station. They entrained 
for the designated place and upon arrival K. informed her that the uncle 
lived on a nearby mountain. He proposed that they take a short-cut in 
order to save time. He had the girl precede him and as she did, he was 
seized by the impulse to have sexual relations with her. To this she would 
not agree and at this moment he shot her in the back of the head and as 
the victim fell he had an ejaculation. He took what money she had on her 
person, returned home, obtained the trunk at the station with her effects and 
returned to the marriage bureau to announce that she had refused his 
proposal and would not respond to any of his letters. As evidence he 
presented a letter he had addressed to this woman in care of a lodging house 
in a nearby city which later he had returned to his own address. He said he 
had lost track of her. He then requested the name and address of a second 
lady which he obtained, and thus happened: 

Murder No. 2.—In the middle of April, 1926, his new acquaintance an- 
nounced to her landlady that she had met a young railway employee who 
had proposed to her on the grounds that he would procure a much better 
position if he were married, that he cared very little for younger girls and 
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always preferred older women because they were less frivolous. The wedding 
date was set for April 27, 1926. On this date the lady arose early, packed 
her effects in a trunk placed at her disposal by K. and took the trunk to 
the station under the impression that they take a train to a nearby city. 
At the station K. deliberately picked an argument with her and refused to 
travel on this day. On the pretense of saving storage expense he had the 
trunk delivered at his address. He then proposed that they take a walk 
to the forest on a nearby mountain. Arriving there the lady proposed 
he have sexual intercourse with her. He stood up in front of her and faced 
her closely as if he were to comply with her request. While the lady was 
lifting her dress and in the moment as she bent back her head as if to 
receive his kisses he shot her, as the corpse fell to the ground he had another 
ejaculation. He left the body there and returned home. 

When suspicion was finally focused on him following the search of his 
room he confessed to both murders. Later during the psychiatric explora- 
tion, he gave the versions in detail as reproduced above. On the basis of 
prolonged observation and psychiatric examination as well as his past history 
and previous mental examination in connection with other crimes, it was 
reported to the court that K. was not suffering from any form of mental 
disease nor was he mentally defective to such degree that he was incapable 
of comprehending the culpability of his acts. The crimes were prepared with 
the utmost finesse and with premeditation. He was considered a psycho- 
pathic personality of the most dangerous type fully responsible for his acts. 
On the basis of this recommendation and his past history, he was sentenced 
to life imprisonment at hard labor. 

Comment.—When we consider these crimes from the point of view of 
psychopathology we discern in them a distinctly different note as compared 
with those of the previous cases. Here we have an individual continuously 
committing larceny, robbery, etc., along lines carefully planned after much 
premeditation and executed with a high degree of finesse and success. By 
means of his marriage racket he was able to defraud 45 women in a com- 
paratively short time without even being suspected. He committed two 
atrocious murders for which he was indicted by mere accident. He mur- 
dered the first woman in February, 1926, without being caught or even 
suspected. These acts represent the finished product of a criminal who 
through a process of training had acquired experience and a technic by 
which he was able to evade the law in an increasing degree. He always 
took the utmost precaution to conceal his identity from his marriage part- 
ners. The engagements and later the place of honeymoon were always agreed 
upon under terms of strictest secrecy. On the basis of the “uncle story” 
he was able to gain possession of their valuables beforehand. In the case 
of two of them he led them off to some remote mountain country and 
murdered them, leaving the bodies to be covered by the next snow storm. 
In the places where he was living, he played the role of the perfect gentle- 
man and any attention that his doings aroused he was able to turn aside. 
It any of the women doubted his sincerity he was always “ easily offended.” 
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He commenced his term of imprisonment in March, 1927, and died in the 
penitentiary of an inter-current tuberculosis in February, 1929. Throughout 
his trial, residence in the hospital, prison term, as well as later in the 
penitentiary, he never showed any symptoms of schizophrenia. 


Case 22.—K. H., born 1891, whose mother was alcoholic and one sister a 

prostitute, in 1919 committed robbery with intention to murder. Psychiatric 
examination revealed no evidence of mental disease and he was considered 
a psychopathic personality of the criminal type. He was considered respon- 
sible for his act and was sentenced to the penitentiary for five years and 
finished his term in December, 1924. At no time were there any signs of 
schizophrenia observed nor have there been subsequently. 
Case 23.—M. G., female born 1892, with a positive heredity of mental 
deficiency, in 1923 attempted to poison her sister. She was considered as not 
psychotic but of psychopathic make-up of the moral insanity type. Her 
responsibility for the crime was considered as diminished on the grounds 
that the act was committed in a state of emotional instability. She was 
sentenced to five years imprisonment which she finished without developing 
any symptoms of mental disease. 


Case 24.—A. D., born 1873, without known positive heredity, an alcholic 
who had been previously committed to the clinic for delirium tremens, in 
1925 attempted a murderous assault on his wife and son inflicting bodily 
wounds upon his wife. Psychiatric examination revealed no evidence of 
mental disease and he was considered as a psychopathic personality fully 
responsible for his acts. He was sentenced to penal servitude and finished 
his term in March, 1928. He showed no symptoms of schizophrenia. 


Case 25.—R. M., born 1873, heredity history unknown, on the night of 
September 1 and 2, 1902, together with his wife as an accomplice, attempted 
mass suicide with illuminating gas. The tragedy resulted in the death of 
the wife and three children, the patient somehow escaping with his life 
because he regained consciousness in time. He was indicted as an accomplice 
to the murder of the three children because his wife had also signed a state- 
ment declaring her willingness to participate in the deed. As his motive 
he gave poor health and financial difficulties. Psychiatric examination re- 
vealed no evidence of mental disease and he was considered a psychopathic 
personality of the masochistic type. On the basis of this character constel- 
lation his responsibility for the crime was considered diminished, but he 
was sentenced to the penitentiary. He finished his term of three years three 
months on February 16, 1906, never showing any symptoms of schizophrenia. 


Case 26.—H. T., born 1872, with positive heredity of alcoholism and 
psychopathy, on January 25, 1902, murdered his pregnant wife and two-year- 
old daughter by stabbing them with a knife and then attempting suicide. 
Psychiatric examination revealed no evidence of mental disease but of psy- 
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chopathy with abnormal mood swings and peculiarities of character on 
the basis of mental deficiency. On this account his responsibility for the 
crime was considered markedly reduced and he was sentenced to two years 
in the penitentiary and completed his term on August 25, 1904, without 
ever showing any evidence of schizophrenia. 


Case 27.—R. L., born 1886, with a positive heredity of mental deficiency and 
alcoholism, on November 22, 1911, shot and wounded a public official who 
had previously reprimanded him for his conduct. The criminal had received 
a second notice to appear at the official’s office on the day the crime took 
place. Mental examination revealed no evidence of any mental disease. The 
deed was considered as the expression of a mental defective acting under 
the influence of alcohol and in a state of emotional excitement. For this 
reason his responsibility for the act was considered as reduced, yet he was 
sentenced to the penitentiary where he died three years later never showing 
any symptoms of developing schizophrenia. 


Case 28.—J. S., born 1879, with a positive heredity of mental deficiency, 
on July 15, 1911, poisoned his new-born child because he felt that his own 
poor health might result in his death leaving no one to provide for his 
wife and child. Psychiatric examination revealed no evidence of mental dis- 
ease, but the presence of mental deficiency. He was considered respon- 
sible for the deed and later sentenced to ten years in the penitentiary. 
On May 1, 1915, having served three years two months, he was released 
cn probation. At no time during his penitentiary residence nor subsequently 
has he shown any symptoms of schizophrenia. 


CaAsE 29.—J. W., born 1848, an alcoholic without known positive heredity, 
on November 5, 1909, attempted to borrow some money from his mother- 
in-law. She refused his request, an altercation ensued and he knocked the 
old lady to the ground and she died as a result of the injury. Psychiatric 
examination revealed no evidence of mental disease nor was his responsibility 
for the act considered as diminished. He was sentenced to life imprisonment 
and died in the penitentiary of an inter-current prostatitis on May 11, I9II, 
never having shown any symptoms of schizophrenia. 


Case 30.—E. B., a female born 1891, shot and killed her lover in a state 
of emotional excitement. She was considered as not psychotic but as of 
psychopathic make-up of the emotionally unstable type who had committed 
her act in a state of extreme emotional tension and for this reason her 
responsibility for the crime was considered as greatly diminished. She was 
sentenced to one year in prison which she finished without developing any 
symptoms of schizophrenia. 


CasE 31.—E. G., born 1894, in 1918 in a state of emotional excitement 
shot and killed his sweetheart and then attempted suicide. Because he acted 
in a state of emotional instability, his responsibility for the crime was con- 
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sidered as greatly diminished. On the basis of this recommendation, he was 
sentenced to four years in the penitentiary. On September 20, 1921, after 
two years and seven months of servitude, he was released on probation 
and has since been employed in an office. In 1924 he was readmitted to the 
hospital following a suicidal attempt committed in a post-alcoholic depres- 
sion. At no time during his trial, previous commitment, penal servitude and 
later admission to the hospital were any symptoms of schizophrenia revealed. 
He was diagnosed as a psychopathic personality of the emotionally unstable 
masochistic type. 


Case 32.—A. S., born 1904, with a positive history of schizophrenia, 
psychopathy and mental deficiency, in 1924 shot a man because of jealousy 
over his mistress. In letters written to his relatives antedating the crime for 
some time, he announced his intention of committing the act. In spite of 
his bad heredity, observation and psychiatric examination failed to disclose 
any symptoms of schizophrenia. He was diagnosed as a schizoid psycho- 
pathic personality with pronounced neurotic tendencies. The deed was con- 
sidered the product of a state of emotional tension accumulated during a 
period of preoccupation. The sudden discharge of his affect resulted in 
the act and for this reason he failed to possess control of his emotions. His 
psychopathic state was considered on the level of a mental disease and 
exculpation was recommended. For this reason he was committed and treated 
in a mental hospital where he remained until 1927 when he was discharged 
on probation. In 1928 he assaulted a boy and was recommitted and trans- 
ferred to a mental hospital for chronic cases from which he escaped. Since 
then all contact with him has been lost. 

Comment.—This case never showed any active signs of schizophrenia 
but the presence of primary symptoms for practical purposes really places 
him in group II. His relapse in 1928 undoubtedly was on the basis of 
another exacerbation of his schizoid tendencies and if this patient had been 
sentenced to penal servitude would probably have developed more manifest 
symptoms. 


Comment to Group IJ].—In this series of patients we are dealing 
with 12 cases guilty of a variety of crimes all of whom have been 
subjected to psychiatric examination. In all cases, except 32, ob- 
servation and mental examination disclosed no evidence of an 
incipient schizophrenia nor other major psychosis. In none of the 
II cases was it predicted that the hardship of penitentiary life might 
precipitate a psychosis nor did such occur in a single instance. 
Case 25 certainly presented a sufficiently abnormal mental state to 
suggest that a schizophrenia could have developed. 

Granting that some of the borderline cases might be considered 
as potentially psychotic, yet none of them developed a schizophrenia 
during their prison residence nor in the years following their 
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release, whereas we know from group II that where schizophrenia 
existed in latent or manifest form relapses took place, sometimes 
even in spite of hospital treatment. 

That long-term prisoners may develop any form of psychosis 
during the course of penal servitude, including schizophrenia, in 
the same ratio as do other members of society, is self-evident. A 
prisoner infected with syphilis may develop a general paresis, 
another case a senile dementia. However, if the interval between 
the crime and the development of a psychosis is not too brief, or 
if psychiatric examination at the time of the trial failed to demon- 
strate evidence of any form of mental disease, such psychoses 
stand in no relation to the crime. Here a few words must be 
said about the problem of “ prison psychoses.’ Young '* defines 
these states as special types of mental reactions developing upon 
conflicts which arise as the result of imprisonment and possibly 
from the shock attending the criminal act, trial and conviction. 
The sole justification for the use of the term “ prison psychoses ” 
lies in the ability to establish the disorder as a separate entity, 
unless the name be applied to various psychic aberrations, in which 
case the classification would be redundant. He places the 
psychoses ”’ in the scale between the anxiety neuroses on the one 
hand, and systematized delusional insanity on the other. He observes 


prison 


further that if a specific action of prison environment on the 
mental states of long-term prisoners be assumed, there should be 
some relation between the liability to mental disorder and increased 
lengths of imprisonment, and in consequence the prevalence of 
‘prison psychoses ”’ should be greater in aged recidivists. Yet the 
reverse obtains ; these reactions occur in first offenders. Di Tullio 
concurs in this opinion and considers that most “ prison psychoses ” 
represent psychogenic reactions to the stress and strain attendant 
upon prison life. By means of reform in prison life or timely 
medical intervention, he reduced the incidence of these cases from 
40 or 50 a year to 6 within two years. He regards this as sufficient 
proof that the mental aberrations in most instances represent merely 
the reaction of the prisoners toward an unfavorable environment. 
The 11 cases here reported aim to call attention to the non- 
existence of a casual relation between the prison environment and 
schizophrenia ; in no cases in which a schizophrenia could not be 
demonstrated, even in latent form, at the time of sentence, did the 
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psychosis later develop. This study forces the conclusion advanced 
by Wilmanns: the unfavorable environment or hardship attendant 
upon penitentiary life is not the cause of schizophrenia among the 
criminally insane ( Pighini), but in the greater number of instances, 
the psychosis existed at the time of the crime, and many crimes 
are the symptomatic expression of an incipiently developing 
schizophrenia. 


SUMMARY AND CONCLUSIONS. 


This study is based on a series of 32 capital criminals who have 
come under observation at the University of Zurich Psychiatric 
Clinic within the last three decades. The cases are divided into 
three groups: (1) those who committed their crime while suffering 
from a latent or manifest schizophrenia but were sentenced to the 
penitentiary ; (2) similar schizophrenic criminals who were treated 
medically ; (3) criminals diagnosed as psychopathic personality of 
the type—moral insanity—who were declared responsible for their 
acts and sentenced to penitentiary. Analysis and follow-up study 
of the three groups reveals that the stress of prison life had a 
deleterious effect upon the psychoses of patients in group I; in all 
of them the psychosis progressed and they require permanent com- 
mitment ; 76.9 per cent of the cases in group II have shown good 
remissions and are living outside of an institution, most of them 
remaining under medical supervision; in not a single instance did 
the hardships of penitentiary life precipitate a psychosis in the 
cases listed under group ITI. 

On the basis of this study and a review of the literature, it is 
concluded that during the prodromal stage of an insidiously de- 
veloping schizophrenia, persons previously socially and economically 
adjusted may commit atrocious crimes, usually these acts are of an 
unintelligible motivation. Such crimes, when committed by a person 
who discloses primary schizoid tendencies, are symptomatic of a 
latent schizophrenia. 

From a medico-legal standpoint such criminals must be regarded 
in the same light as if suffering from a manifest psychosis ; if such 
cases are sentenced to the penitentiary, they react as unfavorably 
to the stress of prison life as do cases of manifest schizophrenia. 
If clinical experience has shown that major crimes may be com- 
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mitted in and be the expression of a prepsychotic state, then the 
psychiatrist must be doubly cautious in ruling out the possibility 
of an incipient schizophrenia in a criminal in jurisdictions where 
capital punishment obtains. 


15. 


16. 
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SUICIDES AND HOMICIDES IN THEIR RELATION 
TO WEATHER CHANGES. 


By C. A. MILLS, 


Professor of Experimental Medicine, University of Cincinnati. 


Certain bodily disturbances have been found closely related to 
storm changes in temperature and barometric pressure here in North 
America, and in making studies of mortality statistics it was found 
that suicides and homicides were to be grouped with these dis- 
turbances. As our storm centers sweep down the plains from the 
Northwest, then turn back up the Mississippi and Ohio River val- 
leys to pass out over the Gulf of St. Lawrence, they leave behind 
them a trail of human wreckage—cases of acute appendicitis, 
respiratory attacks of all kinds, and suicides. 

Everyone is aware of the marked changes in mental state that 
come with these storms. With a center of low pressure approach- 
ing—the pressure falling and the temperature rising—we are 
afflicted with a feeling of futility, an inability to reach the usual 
mental efficiency, or to accomplish difficult tasks. In children this 
takes the form of an increased irritability, a restlessness and petu- 
lance that parents find most trying. Adults on such days are also 
more quarrelsome and fault finding, with a tendency to a pessimistic 
viewpoint toward all matters that arise. Such weather provides the 
most perfect background for marital outbursts. 

These periods rapidly shift, as the storm front passes, into the 
phase of falling temperature and rising pressure, with clear, cool, 
exhilarating weather for a few days. It is on these days that we 
are buoyed up and find our difficulties fading away. Tasks are 
more easily accomplished and mental efficiency is at a high level. 
Musicians and artists should insist on such weather for their peaks 
of performance. 

This all has a definite bearing on the question of suicides and 
homicides, for with the former it is a depressed mental state that 
is responsible, a feeling of utter futility in life, while in the latter 
the causal factor is an uncontrollable irritation. It shall be the 
purpose of this article to show that these two types of death are 
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related to storm changes in a geographic and time sense. Both, in 
their frequency, follow the general course of the storms across 
the continent. 

In Fig. 1 are shown white suicide rates over the country for a 
five-year period in certain large cities. Since suicide frequency has 
been shown to be affected by the degree of industrialization, it was 
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Fic. 1.—Suicides for 100,000 Population, White Race Only. 
Annual Average, 1924-8. 


deemed advisable to use city rates rather than state, or rural and 
urban. On the basis of industrial activity, the highest city rates 
should be found in the North Atlantic states and cities along the 
Great Lakes. Instead, in Fig. 1, we see the Denver and Memphis 
rates head the list, except for the Pacific coast cities. There is as 
yet no evidence at hand that might explain these high white rates 
on the west coast. Were it only southern California, we might 
attribute them to the migration there of large numbers of people 
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who have retired from active life farther east. San Francisco 
shows the highest rate of all, however, while Portland and Seattle 
are both slightly above Los Angeles, so this explanation cannot be 
sufficient. 

Over the country east of the coast states the general distribution 
of suicide rates is very suggestive of our cyclonic storm pathways 
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Fic. 2.—Homicides per 100,000 Population, White Race Only. 
Annual Average, 1924-8. 


(movements of low-pressure centers). During the last 4} years 
(since late 1929) there has been a rather marked northward shift 
in the storm tracks across the continent, but in the five-year period 
covered by the data here used, the cyclonic centers pursued a more 
southerly course, more like the map of suicide frequency shown 
here. Any study such as this of suicides since 1929 would be 
rendered very difficult because of the economic depression factors. 

White homicides (Fig. 2) show a somewhat similar distribution 
except for Canadian cities, where more effective court procedures 
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may be responsible for the low rates, rather than biologic or climatic 
factors. Fig. 3 indicates a similar geographic variation in negro 
homicide rates, although at levels approximately 20 times higher 
than the white. In every instance the highest rates are to be found 
in the lower plains states and in the tornado region of the South- 
west around Arkansas. In each figure is also seen the tendency 
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for the intermediate rate zone to point northeastward along the 
storm pathway. 

The homicide rates in the South, both colored and white, are 
markedly higher than in the North, and probably should be taken 
to represent the lower level of social inhibition that is universal in 
the warmer regions of the earth. It is not in the deep South, how- 
ever, that the rates are highest, but at Kansas City and Memphis, 
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where southern heat and northern storms meet, and where tor- 
nadoes are most prone to occur. Along the east coast, where in- 
dustrialization is most advanced, but where the weather is more 
stable, both white and colored homicide rates are lowest. 

The picture is somewhat different with suicides among negroes 
(Table 1). Here a rather regular and marked rise in suicide fre- 


TABLE 1. 


SUICIDES PER 100,000 PoPULATION, CoLorED ONLY. 
Annual Average, 1924-8. 


quency is seen as northward migration occurs. This is in line with 
other evidences of the greater strain southerners endure in such 
migration ? and is most likely a good index of the mental exhaustion 
they suffer in the more rigorous climate. White rates show rather 
the reverse picture, southern rates being in general higher than 
northern, except for the extension of the high rates up the western 
plains. The effects of white migration northward are of course less 
evident in the total city rates, but it is believed that close analysis 
would show the same findings as with the colored. The strain of 
a more intense driving force in the North produces this form of 
mental breakdown just as it does the physical (as indicated by high 
diabetes and toxic goiter rates). 

In an effort to investigate more closely this possible relation of 
suicides to storm changes, suicide data were collected on a day by 
day basis from an area of sufficient population to give a fair daily 
distribution of cases. Data on the daily occurrence of suicides for 
five years ending with 1932 were collected from counties which 
include the following cities: Cincinnati, Hamilton, Dayton, Spring- 
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field and Columbus in Ohio; Newport and Louisville in Kentucky ; 
St. Louis in Missouri; Indianapolis in Indiana. The area covering 
these cities usually feels the effects of storm passages within a 
24-hour period as the centers sweep across the country, so that the 
area can be considered for present purposes a fairly unified weather 
district. 

These suicide cases for the whole area were graphed day by day 
for the whole five-year period and underneath was placed a graph 
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of daily mean temperature deviation from the normal and a con- 
tinuous graph of barometric pressure throughout the period. One 
short section of the entire graph is reproduced in Fig. 4. There has 
been no smoothing of any of the data in this figure, but even as it 
stands it is quite evident that there is a distinct relationship between 
falling barometric pressure and rising suicide incidence. Time 
after time throughout the five-year period sudden peaks in suicides 
were found to coincide sharply with low-pressure crises. The con- 
tinuous character of the barometric-pressure curve renders mathe- 
matical handling of the problem difficult on a daily basis, so that 
the only presentation is that made on the graph (Fig. 4). Here, 
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however, close study will show a significant coincidence, with very 
little lag, between periods of declining pressure and rising suicides. 
It is difficult to see just what role temperature plays, except that 
usually with falling temperatures suicides decline. Most significant 
are the waves of suicides that match the troughs in pressure. 

In studying the five-year graph there arose the impression that, 
after a sizeable suicide wave, there developed a refractory period 
when low pressures had little or no effect. Such an occurrence 
was to be expected, since the wave of occurrence more or less tem- 
porarily exhausts the potential suicide material in the population for 
the time being. 

This presentation of the probable role of the weather in suicides 
and homicides does not presume to tell the whole story. Un- 
doubtedly social and economic factors are always the immediately 
exciting causes for the deaths. Students of mental hygiene are 
usually inclined to place greatest importance on mal-adjustment to 
a complicated social existence, with the resulting mental breakdown ; 
but there are grounds for believing that outside inanimate forces 
may play a part. In the present study we have purposely omitted 
consideration of the human variables that may lie back of suicides 
and homicides, centering attention on weather factors in their rela- 
tion to these acts. Climatic stimulation and weather changes seem 
definitely related to the regional differences in frequency and the 
timing of the occurrences. Contrary to the usual belief, suicides in 
cities do not parallel industrial development. The data presented 
here indicate that probably the weather is a factor of major im- 
portance in this question of mental instability, and that, of all 
weather factors, falling barometric pressure is most disturbing. 

What are we to do about it? We must recognize first of all that 
these tragic occurrences constitute one of the prices we pay for our 
high energy level in North America that is derived from these very 
storm changes. There are several indications that our wide and 
frequent variations in weather conditions are exacting a high pay- 
ment from man for the increased bodily vigor they bring. And 
the most serious of these payments, apparently, is the increasing 
nervous instability, with its train of nervous exhaustion, neuras- 
thenia, insanity and suicides. These breaks in healthy functioning 
of the nervous system are increasing in frequency at an alarming 
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rate, and would seem to offer an even more serious problem than 
do the sclerotic diseases of the heart and vessels. The principal 
thing that can be done about it is to try in every way to lessen the 
driving forces in life, to avoid the habitual use of caffeine if one is 
at all nervously inclined, to see that the nervous system gets suf- 
ficient rest (and it really rests here only in sleep), and to eliminate 
the craze for all sorts of exciting competition throughout the school 
ages. 

Suicide cases should not necessarily be looked upon as being 
always mentally deranged. They represent in the main that section 
of the population which admits its inability to cope with the mental 
stress of life.’ And herein lies the significance of this paper, for it 
would seem that the severe and frequent storm changes in temper- 
ature and barometric pressure in North America are at the basis 
of our mental and emotional instability. The study here reported 
is being broadened to make more certain of the relationship between 
storm changes and mental breakdown. If further evidence verifies 
that now at hand, it may well be that indoor air-conditioning of the 
future should include control of pressure as well as temperature 
and humidity. 


SUMMARY. 


1. A strong suggestion of storm effect is seen in the distribution 
of suicides and homicides in North American cities. The rates are 
not highest where industrialization is most advanced, but rather 
where barometric pressure and temperature changes are most 
frequent and severe. 

2. Suicides show a definite time relationship to weather changes 
as high- and low-pressure centers approach and pass by. With 
talling pressure and rising temperature, suicides rapidly rise. Most 
peaks in frequency occur at the time of a low-pressure crisis. With 
rising pressure and falling temperature few suicides occur. 

3. Migration from the South into the more stormy North is 
accompanied by a marked rise in suicides among negroes. Figures 
are not available to show whether the same is true of the whites. 
Increased economic stress in the North may, of course, play a large 
part in this rise. 

4. These findings indicate the likelihood that the wide shifts in 
temperature and pressure that accompany North American storms 
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may play a considerable part in producing the mental instability of 
our population and the rising rate of breakdown. Much of this 
storm effect probably works through increasing the tempo of life 
and the economic competition. There probably remains, however, 
a distinct disturbing action of the storm changes as they affect the 
body directly. 
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THE PYKNOLEPSIES.* 
By SMITH ELY JELLIFFE, M.D., 
New York City, 

AND 
J. NOTKIN, M.D., 
Poughkeepsie, N. Y. 


Among the paroxysmal disorders there is a symptom complex to 
which Friedmann! drew attention in 1906, when he described a 
syndrome occurring in childhood and sometimes in adolescence, 
consisting of peculiar attacks, often very frequent, up to 100 and 
more a day and lasting only a fraction of a minute. Friedmann 
spoke of a short, partial interruption in the thinking and speaking 
processes and in the voluntary movements. The psyche, according 
to him, is in a state of suspension but there is no real loss of con- 
sciousness and no involvement of the mechanism of coordination, 
even though the innervation that regulates the capacity to stand 
may be at times implicated. He also observed turning upwards of 
the eyeballs, blinking of the eyelids and relaxation of the extremities, 
though not to the point of a complete loss of muscular tonus. 

Friedmann’s original publication aroused considerable interest 
in this, as he thought, rare syndrome and a number of publications 
have appeared since. It must be added, however, that Friedmann 
himself recognized that the phenomenon has been described pre- 
viously by the older observers. As we had an opportunity to study 
a few such cases ourselves, we have decided to review the cases 
recorded in the literature and to report our own observations and to 
discuss the nature and the etiologic possibilities of the pyknoleptic 
attacks. 


NOMENCLATURE. 


Friedmann? had difficulty in choosing a proper name for the 
set of symptoms he described and as he thought at first that he was 
dealing with narcoleptic attacks, he spoke of “ die kurzen narko- 


* Read at the ninetieth annual meeting of The American Psychiatric Asso- 
ciation, New York City, May 28-June 1, 1934. 
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leptischen Anfallen—the short narcoleptic attacks.” He did not 
believe originally that these attacks were epileptic in nature, and 
consequently also spoke of “ die nicht epileptischen Absencen— the 
non-epileptic absences.” Heilbronner * in the same year reported a 
number of cases, offering the descriptive name of “ gehaufte kleine 
Anfalle der Kinder—multiple small attacks in children.” Sauer ° 
in 1912 introduced a term “ pyknolepsy ” considering the extremely 
short duration of the attacks. This term was promptly accepted and 
has been used by all other authors since. However, Gruhle * in his 
review in 1924, referred to these attacks as Type 1 (Friedmann) 
and made the so-called Gélineau * cases Type 2. Henneberg ® also 
distinguished these from Gélineau’s narcolepsies and proposed the 
words “ ekpletic” or “ ekleiptic.” These terms, however, were not 
favored, particularly by Redlich.?’ As a rule, the attacks are now 
universally described under Sauer’s name of pyknolepsy. 


SYMPTOMATOLOGY. 


We have indicated already in the introduction the main features 
of the symptom complex as described by Friedmann.’ We may add 
that, according to him, the physical and the intellectual development 
of the child is not supposed to suffer. The condition may last for 
a few years and disappear around the time of puberty. Looking 
over the cases reported in the literature, we have noted that a number 
of authors have reported under the name of pyknolepsy a variety 
of conditions which do not fit into the original picture as given by 
Friedmann. In many cases, frank epileptic attacks were described 
and solely because of their frequency or their occurrence in child- 
hood they were called pyknoleptic. We have, therefore, reviewed 
all cases recorded in the literature beginning with those of Fried- 
mann, and the tabulation of casuistic material resulted in five groups. 
The first group comprises cases with numerous attacks of sudden 
staring, with blinking and immobility lasting only a second or two 
without apparent impairment of consciousness. The second group 
includes cases in which amnesia and rigidity of the pupils and also 
occasional sphincteric relaxation during attacks were noted. The 
third group comprises cases which in addition to the above des- 
cribed symptoms, also exhibited involuntary movements in the form 
of twitchings in the various muscle groups. The fourth group con- 
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sists of cases with a history of having pyknoleptic attacks which 
later evolved into generalized convulsions. Finally in the fifth 
group, we have assembled cases with unquestionable classical 
epileptic seizures. 

We have collected altogether 190 cases reported up to 1931. One 
hundred and six of these cases can be called pyknoleptic, and the 
other 84 made up the fifth group of cases with generalized attacks. 
Sixty-seven of the 106 cases were of the female, and 35 of the 
male sex, while the remaining four were described as “ children ” 
without indicating their sex. The age, at the onset of the attacks, 
ranged between 4 and 12. In 11 cases there was a definite history 
of epileptic heredity. In 33, the heredity was “ positive ” including 
various types of psychoses, psychopathy, organic brain disease or 
alcoholism. In 26 cases, the heredity was reported as “ negative ” 
and in the rest of the group, no mention is made concerning 
hereditary taints. 


Before we go over to the consideration of the etiologic and patho- 
genic possibilities, we shall report some of our own observations. 


Case 1.—One generalized convulsion at the age of three. Since the age of 
seven, pyknoleptic attacks with gradual intellectual impairment. Decrease 
in the number of seizures with phenobarbital therapy. 

An 11-year-old Hebrew girl born in the United States, the oldest in a 
family of four. Weight at birth, eight pounds. Had her first teeth at the 
age of one year, and fontanelles closed at the age of two. Walked and talked 
at two years. When three years old, she suddenly fell, losing consciousness, 
remaining on the ground five minutes. Her face became blue, but there were 
no twitchings nor urinary emission. She recovered entirely after this attack. 
In the following year she had measles and whooping cough. She began school 
at the age of five and reached 4-A at 11. Since the age of seven, the teachers 
in school and her parents at home have noticed that the child would suddenly 
become “ dreamy ” and appeared to be “ unconscious” for a few seconds. She 
did not fall during these attacks. She usually recovered completely and con- 
tinued her interrupted activities. Her mother stated that during these fits she 
looked “ dopey”; her head trembled and she stood still for a second or so. 
These attacks occurred at any time of the day and even while walking in the 
street. While at play with other children, she would suddenly stop, her eye- 
lids would begin to blink and she mumbled something to herself. Attacks 
occurred while eating, when she dropped whatever she had in her hand. 
Occasionally, she closed her eyes during the seizures, but, as a rule, her eyes 
remained wide open. At first, the attacks occurred three to four times a 
day, but from the age of 10 to 11, almost hourly. She was a bright and intelli- 
gent child until the onset of this condition, but since, her progress in school 
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became poor, particularly in arithmetic. She also became irritable, nervous and 
frequently quarreled with her younger brother. She came to the New York 
Post Graduate Hospital, accompanied by her mother on April 22, 1930. The 
physical examination revealed a child with a rather overdeveloped adipositas 
and without neurological signs. Laboratory examination as follows: R.B.C. 
4,850,000, hemoglobin 85 per cent, W.B.C. 5750, polymorphonuclear neutro- 
philes 67, eosinophiles 1, basophiles 1, mononuclears leukocytes 1, small 
lymphocytes 11, large 19. Blood Wassermann and Kahn precipitation negative. 
Blood chemistry normal: uric-acid 4.2, urea N. 10.7, sugar 0.008, chloride 
0.529. Basal metabolic rating 3 per cent below the average normal. Her 
intelligence rating was that of a moron. 

The patient had fewer attacks with phenobarbital medication during three 
months while under observation. The family then moved and their where- 
abouts are unknown. 


Case 2.—Pyknoleptic attacks with amnesia and static pupils during seizure. 
Improvement with bromide therapy. 

An eight-year-old boy, born in United States of healthy parentage, the 
youngest of three siblings. Began to walk at the age of 13 months and to 
talk at the age of two years. Had chicken-pox at five. At this age he began 
school, reaching the grade of 3-B at eight. Was entirely well until Sep- 
tember 19, 1929, when he was seven years old, when he began to have short 
attacks, during which he remained still for a while. During these attacks he 
did not answer when spoken to and occasionally pulled his trousers or stock- 
ings. At times had blinking of the eyelids. These “ spells’ occurred while 
playing, riding his bicycle or while walking. In these last two instances he 
would slow down his bicycle or his step. Occasionally the child seemed to 
know what was going on during attacks, as he would complain that his vision 
was temporarily blurred. At other times he imagined he was playing in 
school. He also had attacks while eating and on these occasions continued 
to masticate. He came with his mother to the neurological clinic of the New 
York Post Graduate Hospitai on April 1, 1930. His physical examination 
revealed a child of a gracile habitus weighing 584 pounds and 4 feet 8 inches 
in height. The neurological status was entirely negative and eye grounds were 
normal. Patient, however, did not co-operate for the various laboratory tests, 
except that he permitted a Roentgenography of his skull, which revealed a 
sella turcica about 40 per cent undersized with bridging of the clinoid proc- 
esses. Intelligence test gave him a rating of 11 years, he was very shy and 
averse to expressing himself verbally. Planning ability was that of a 10}-year- 
old chiid. 

He was seen on two occasions by one of the writers during his attacks 
when he suddenly became immobile and began to blink his eyelids. There were 
a few movements of the head similar to spasm nutans. During this attack 
the pupils were about 4.5 mm. in diameter and did not react to light. The 
attack lasted only a few seconds and when questioned afterwards, he denied 
any knowledge of having had one. Patient was seen in another attack a week 
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later; this time he rolled his eyes, moved his lips, and took deep inspirations. 
This attack lasted about five seconds; the pupils were dilated and did not 
react to light. 

He responded fairly well to treatment with a bromide preparation. Further 
follow up is impossible as patient cannot be located. 


Case 3.—Fracture of the skull when four and a half years old. Since the 
age of eight and a half, generalized convulsions. Since the age of nine, 
pyknoleptic attacks. No response to antispasmodic therapy. 

A nine-year-old boy born in United States of Hebrew parents. Began to 
walk at 14 months and talk when two years old. Had measles at two and 
scarlet fever at four. Began school at six and made poor progress. When 
four and a half years old fell out of a window 20 feet high. Sustained a 
fracture of the right temporo-parietal bones and was unconscious five days. 
Vomited on the way to the hospital. On the sixth day he opened his eyes 
and asked for ice cream. The next morning, he recognized his mother. He 
was well at that time and there was no evidence of paralysis. He remained 
in the hospital three weeks during which time he was apparently in good 
condition. The scalp wound healed and he was taken home. Since then his 
parents noticed that he was rapidly gaining in weight. His mother said: 
“he was swelling up.” It was difficult to find out how long his gain in 
weight lasted but his mother stated that after a while patient began to lose 
the excess weight. Since the accident he slept poorly; he would sit up at 
night. On November 22, 1926 (four years after the injury), patient vomited 
three or four times. The night following, he suddenly had a convulsion while 
asleep. His parents heard him moaning and they found him stiffened out 
and the pillows wet. They woke him up but he did not seem to recognize them 
and then closed his eyes immediately. A few minutes afterwards he again 
opened his eyes and began to speak normally. 

The second attack occurred December 15, about 6 o’clock in the morning, 
while asleep. His brother, who was sleeping with him, was awakened by the 
patient, who was tossing around; he soon fell out of the bed. His mother 
found him on the floor “ stiff” with eyes closed; it took ten minutes to 
awaken him. He had a third seizure December 22 of the same year. 

In 1927, he had one attack on each of the first three consecutive days of 
November, all in the day time. During the third attack, seen by his father, 
his head was turned to left and there were twitchings in the left arm. 

In 1928, he had an attack November 17 at 8 o’clock in the morning, while 
asleep. There were twitchings in the left arm and left side of the face. Since 
then he has had about eight or nine similar attacks. In 1927, patient began 
to have in addition, attacks which lasted only a few seconds. He did not fall, 
knew everything that was going on during attacks; felt twitchings in his 
left arm and face; could not talk during the seizures which occurred several 
times daily. One of the writers saw him during one of these attacks; the boy 
became suddenly immobile, standing rigidly, his color turned pale and his 
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eyes were fixed and staring. By the time the examiner came near him he 
recovered from the attack and told him that he knew what was going on all 
the while. 

He was brought to the Neurological Clinic of the New York Post Graduate 
Hospital, December 20, 1930. Physical examination revealed a stout boy with 
a feminine body contour. Deep reflexes were exaggerated on the left side, 
there was a left ankle clonus, and fanning on the same side; left abdominals 
were absent and left cremasterics were weaker than the right. Slight systolic 
murmur at the apex but not transmitted. Roentgenological examination re- 
vealed a somewhat rectangular defect in the middle of the right parietal bone 
measuring about 2 inches in length by } inches in diameter. Laboratory 
examination as follows: R.B.C. 4,210,000; hemoglobin 80 per cent, color 
index 0.96, W.B.C. 8800, polynuclear neutrophiles 50, transitional 1 mono- 
nuclear leukocytes 2, small lymphocytes 40, large lymphocytes 7. Red cells 
about } microcytic. Blood and spinal fluid Wassermann reaction negative. 
Basal metabolic rating 17 per cent below the average normal. Sugar toler- 
ance was low. 

Intelligence test rated him seven years two months old with an I.Q. of 
80—that is of a dull intelligence. Mentally he appeared to be pleasant, talked 
spontaneously, got in rapport with examiner easily but was somewhat rest- 
less and fidgety ; showed some attention difficulty. 

Patient did not respond to phenobarbital nor to bromide treatment and 
parents refused to bring him to the clinic for further studies. 


DISCUSSION. 

There is considerable controversy regarding the nature and the 
etiologic possibilities of the pyknoleptic attacks. Some of the authors 
saw a relationship to narcolepsy, others to hysteria; a few investi- 
gators thought that many cases showed evidence of spasmophilic 
diathesis. Views were also expressed that the attacks are essentially 
epileptic in nature and that they are organically conditioned. We 
shall, therefore, consider here briefly these various approaches. 


THE RELATIONSHIP TO NARCOLEPSY. 


Friedmann ' originally thought that he was dealing with narco- 
leptic attacks in children. He saw the following analogies: the 
frequency of the attacks ; the supposed lack of response of certain 
cases to medicinal treatment; the apparent absence of mental de- 
terioration. Such a postulation is rather impressionistic, especially 
since Friedmann drew his conclusions from a relatively small 
number of observations. The narcoleptic attacks are apparently 
attacks of sleep or something resembling sleep. In addition, in the 


1934 | S. E. JELLIFFE AND J. NOTKIN 685 


so-called true narcolepsy, there are also the cataplectic attacks with 
momentary loss of muscular tonus, usually produced by laughter 
or some other affect. The pyknoleptic attacks are not sleep attacks ; 
there is only a cessation of all activities with clearness of sensorium 
in many instances. The affective loss of tonus is not observed in 
these children. They may fall during an attack but this is a dis- 
turbance in coordination as it is in the case in general epilepsy. 


RELATIONSHIP TO HYSTERIA. 


Heilbronner ? reporting his cases in 1906 under the descriptive 
name of “ gehaufte kleine Anfalle—multiple small attacks ” claimed 
that they were hysterical in character. He based his theory on 
the observation that his patients were amenable to psychotherapy 
especially to the isolation therapy. Engelhard * and Bonhoeffer ® 
agreed with Heilbronner * on the hysterical nature of the attacks. 
Westphal *®° was rather sympathetic with this view emphasizing the 
fact that in a number of his children the attacks occurred shortly 
after an emotional upset. Children have been observed to have 
attacks even with fall during class hours when they were suddenly 
called upon by the teacher to recite or to perform some other task. 
Fright, for instance, seemed to have been the precipitating factor 
in the cases of Zappert,’? Stier,’* and in the first and fourth cases 
in Friedmann’s ** second series. 

Of the cases in the literature, the eighth in the group of Sauer ® 
and the first in the group of Ratner ** present considerable psy- 
chologic material and we shall, therefore, briefly refer to them here. 


Sauer’s Case 8—A 10-year-old girl of healthy parents with a normal devel- 
opment. At the age of nine, whooping cough with broncho-pneumonia and 
pleuritis. A few months after recovery and following the death of her brother 
on the battlefield during the World War, she developed a severe fear reaction. 
She began to speak of Russian soldiers, frequently saying: “ The Russians 
are coming.” Shortly afterwards, she began to have attacks, at first on Satur- 
day evenings only, and later every day during which she would yell, “ The 
Russians are coming,” and would fall. The attacks lasted only a few seconds 
and would occur as many as 20 times a day. She would recover with a smile 
on her face. In bad weather, when indoors, the attacks would be more fre- 
quent. Sometimes she would run around, throw herself on the floor and gasp 
for air, speaking in a fearful manner, as if something was taken away from 
her. The attacks would occur under all kinds of circumstances. Sauer noted 
no personality changes and physically she exhibited no abnormal signs. 
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Ratner's 1+ First Case, from His First Series—An 18-year-old girl of a 
healthy stock. She had the usual childhood diseases, was well developed 
physically. Mentally she was normal until the age of seven when she saw in 
her village prisoners of war. She became frightened, ran home and fell 
“unconscious ” in the arms of her mother. Since then she began to have short 
attacks which would occur while talking; she would suddenly break off a 
sentence, remain still for a second and then continue the interrupted conver- 
sation as if nothing had happened. She never fell and there was no inconti- 
nence. In the beginning, she had as many as 150 attacks during a day, but later, 
she averaged 4o daily. When overcome with an attack while on the street, 
she would keep on “ walking automatically ” and would avoid every hindrance 
in her way. Occasionally, she had a feeling of being drowned “ similarly to 
death one lives through while asleep.” On one occasion, she had an attack 
while in a train; she heard the conductor calling the name of the station, she 
left the train, took a wrong road and woke up three hours later, sitting in 
snow in a forest. Her physical examination revealed a pyknic habitus with 
inequality of the palpebral fissures and anisocoria. She showed a lively 
bilateral ulnar phenomenon; the right nasolabial line was somewhat ironed 
out. The laboratory biochemical tests were all negative. While in the hos- 
pital, attacks were artificially produced with hyperventilation. During the 
menstrual period, she would have 30 attacks a day. During the night of 
January 23, 1927, she woke up several times and then slept until noon of the 
next day. She intended to visit her friend but instead she began to wander 
around the town. She remembered, more or less, stations and other places 
and conversations with strangers. People apparently noticed her condition 
and somebody suggested that she go home. She refused to do so. When three 
men insulted her, she became clearer for a while and threatened to call a 


and as she became hungry she asked a policeman for bread; couldn't tell him 
where she lived. She was taken to a police station where she was given some 
food. She ate hastily and greedily. She then accommodated herself on a few 
chairs and fell asleep. She woke up next morning and felt refreshed. She 
explained to the police authorities the nature of her illness and she was 
released. 

There is very little material in the cases reported in the literature 
which would permit a glance into the submerged dynamic material. 
It is possible as is the case in general epilepsy, that there may be 
borderline cases in which a differentiation between the so-called 
functional and organic fits is difficult to make. However, as in 


the so-called “ affect-epilepsy ” *° we may deal with the existence 
of explosive material which is readily ignited by any sort of a 
spark, emotional or organic. Then again there may be a state of a 
continuous conflict in the sphere of the instinctual drives, a state 
which in itself may lower the threshold of convulsibility. 


policeman. After riding in street cars for hours she began to ring doorbells, 
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THe RELATIONSHIP TO SPASMOPHILIA, 


In 1911, Mann'® suggested an affiliation of the pyknoleptic 
attacks with the spasmophilia diathesis. Sedgwick" offered the 
same suggestion emphasizing the fact that in certain cases the 
Chvostek sign was present. This is a rather important observation 
since galvanic irritability is generally increased after an epileptic 
attack as has been shown especially by Foerster.’* It is also inter- 
esting to note in this connection that Romer '* has found a positive 
Erb’s phenomenon in 40 out of 251 epileptic patients. Bonhoeffer ® 
and Klieneberger *° could not confirm the spasmophilic irritability 
conception of Mann.'® It is, however, important to mention the 
fact that electric hyper-excitability has been found present by 
Aron *! in 25 per cent of children of school age and a positive 
Chvostek in 12 per cent. This may indicate at least that there is a 
greater excitability of the nervous system in children and which 
in certain cases may facilitate the release of the pyknoleptic attacks. 


RELATIONSHIP TO [epILEPSY [ESPECIALLY TO THE 
Petir Mat ATTACKS. 


Friedmann! did not believe originally that the attacks he des- 
cribed in 1906 were related to epilepsy. His main reasons for not 
considering these attacks as epileptic in nature, were the apparent 
preservation of consciousness and the seeming absence of irritative 
phenomena. This sort of reasoning is erroneous since partial preser- 
vation of consciousness has been found in so-called true epileptic 
attacks, by such observers as Oppenheim,?? Marchand,”* Engel- 
hardt (1914),*° and was also observed by the present writers. It 
must, however, be stated that Friedmann ** admitted later in 1915 
that some of the pyknoleptic attacks observed by him might have 
been related to epilepsy. Many cases reported in the literature, 
including many of Friedmann’s own cases, were undoubtedly of the 
usual epileptic type. In our tabulation of 190 cases we have 
eliminated 84 as frank epileptic in nature. The only apparent 
reason why they were reported under the headline of pyknolepsy 
was the frequency and the relative shortness of the seizures. We 
shall sketchily refer to some of the remaining 106 cases which have 
some of the features ordinarily seen in the epileptic attacks in order 
to show that in most instances of pyknolepsy we are dealing with 
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a condition closely related to epilepsy. Unconsciousness was defi- 
nitely described in Heilbronner’s ? second and third cases ; nocturnal 
attacks in the sixth, while the eighth case had in addition to the 
pyknoleptic attacks generalized convulsions at the age of 11 and 
later. In Friedmann’s ** second series (among them there are a 
number from the first), case 2, had nocturnal seizures with fixed 
pupils during the attacks, while the third patient usually fell asleep 
after attacks and once remained unconscious for an hour. Mann’s *° 
patient had generalized convulsions at three and a half years of age, 
later tetany-like states with fixed pupils. Among Engelhardt’s * 
cases the third had opisthotonos, the seventh had epileptic attacks 
when a year and a half old; the twelfth had spasms and cyanosis 
in infancy ; the fifteenth nocturnal attacks with twitchings and later 
frank epileptic attacks in addition to his pyknoleptic seizures; the 
seventeenth became occasionally incontinent and had momentary 
loss of vision and hearing, and in addition he also had twitchings 
in the various muscle groups. Sauer’s * second case had twitchings 
of the muscles of the hands and movements of the head and torso, 
the third case nocturnal attacks with incontinence, the fifth oc- 
casional incontinence during attacks, the sixth grinding of the teeth 
and somnolence after attacks, the seventh twitchings and incon- 
tinence. Cohn’s* first case had dreamy states and automatic 
activities, the second twitchings and amnesia for the attacks, the 
fourth twitchings of the facial muscles and unconsciousness during 
attacks. Meyer’s *° four cases were incontinent during the attacks 
and had amnesia for the seizures. Meyer was able to demonstrate 
an occasional Babinski sign during an attack. Stier’s '* first case 
showed a sluggish pupillary reaction during seizures, the second 
case had spasms and the third peri-orbital twitchings, the fourth 
and fifth were unconscious during the attacks, the latter was also 
incontinent and had fixed pupils during the seizures, the sixth was 
incontinent, the twelfth had clouding of sensorium, the thirteenth 
had frank epileptic attacks at the age of seven years ; the fourteenth 
was incontinent and had amnesia for the attacks during which the 
pupils were fixed; case 15 had also amnesia for the attacks, while 
the sixteenth had vago-vasal attacks from the age of seven months 
up to six years following an attack of whooping cough. Pohlisch’s 7” 
first and fifth cases had amnesia for the attacks, the sixth had 
clonic twitchings. Pohlisch reported 32 cases, many of them showing 
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evidence of cortical irritation and amnesia. Kochmann’s ** first 
case had spasms with unconsciousness and incontinence ; the third 
case had clonic twitchings with unconsciousness and incontinence, 
the fourth was incontinent, the fifth had grinding of teeth and 
clinching of the hands. Adie’s *® case showed evidence of cortical 
irritation. Marchand’s and Bauer’s *° third case had amnesia for 
the attacks; Moreau’s *! second, third, fifth and sixth cases had 
some epileptic features, the seventh had convulsions at 15 and the 
eighth at seven and at nine and a half years of age. Ratner’s ** 
case reported in 1930 had something akin to oculo-gyric crises. 

This short review of the clinical manifestations seems to indicate 
that in many instances the attacks are of the nature of petit mal and 
that in other cases there is evidence of abortive generalized attacks. 
In a few instances there was very definite indication of an organic 
reaction as, for instance, the evidence of tetany in the second case 
of Heilbronner,’? in the case of Mann,’* in the ninth case of Stier ** 
and in the first case of Kochmann.** There was a strong possibility 
of syphilis of the central nervous system in Engelhardt’s * fourth 
case and in the third case of Marchand.*° Finally there was a 
definite history of a head injury in the sixth case of Sauer * and in 
the second and third cases of Pohlisch.*” It is important that in 
certain cases there was evidence of hydrocephalus, microcephalus 
and rachitic bone changes (Strohmayer **). 

Considering all these facts it does not seem unreasonable to 
assume that we are dealing in the pyknolepsies with the old problem 
of general epilepsy. Most of the reasons offered by the various 
workers for creating a separate entity can hardly stand criticism. 
The matter for instance, of the disappearance of the attacks at the 
time of puberty cannot be considered as sufficient reason for the 
creation of a separate entity. There are numerous cases of crypto- 
genic epilepsy in which the attacks disappear at puberty and there 
are at the same time numerous cases of pyknolepsy in which the 
attacks persist during adolescence and later. The matter of deterior- 
ation was entirely over-emphasized, as if the absence of deterioration 
in epilepsy is an exception to the rule. Strohmayer ** has pointed 
out that only 30 per cent of the epileptics do show evidence of mental 
deterioration. Furthermore, it is worthy of note that not all of the 
pyknoleptics reported in the literature retained their mental in- 
tegrity. According to Rosenthal’s ** figures 35 per cent of the cases 
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reported up to 1927 showed to lesser or greater extent evidence of 
deterioration. The lack of therapeutic response to medicinal treat- 
ment was held up by many investigators as a criterion for con- 
sideration of pyknolepsy as an entity which had no relationship to 
epilepsy. This conclusion also was a hasty one and based on in- 
sufficient number of observations. Certainly the cases of Divry,*® 
Pohlisch,?*? Marchand *° and of a few others have reacted favorably 
to phenobarbital. Stargardter’s “° cases did well with caffeine. Even 
bromide gave favorable results in some instances. One can say 
that in pyknolepsy as in epilepsy in general some of the cases do 
respond to one form of therapy while others to another, leaving a 
number of patients which will remain refractory to any sort of 
therapy as, for instance, the epileptics with the petit mal type of 
attacks. 

It will be futile to go into etiologic speculations. Less work 
has been done in this group than in any of the other allied branches 
of epilepsy. All one can say for the present is that we are probably 
dealing with the same situation as in cryptogenic epilepsy and that 
the attacks are probably closely related to the petit mal seizures. 
In some cases in the literature and in our own third case there was 
a definite history of head injury, in other cases there was evidence 
of previous inflammatory processes of the central nervous system 
and finally in a third group affective instability may be considered 
as a responsible factor in decreasing of the threshold of convulsi- 
bility. There is, however, in addition something which is responsible 
for the unusual frequency of attacks. We are not prepared at the 
present time to state what this factor is; we can only surmise a 
possibility of some metabolic processes in these children which may 
be responsible for the phenomenon. In all probability as in epilepsy 
in general we are dealing with a multiplicity of etiological factors. 
We, therefore, suggest the existence of various types of pyknolep- 
sies which together with the narcolepsies, affect-epilepsies and other 
well known paroxysmal disorders make the vast group of convulsive 
states. 


BIBLIOGRAPHY. 


1. Friedmann, M.: Ueber die nicht-epileptischen Absencen oder kurzen 
narkoleptischen Anfalle. Deut. Ztschr. f. Nervenh., 30: 462, 1906. 
2. Heilbronner, R.: Ueber kleine Anfalle Deut. Ztschr. f. Nervenh., 31: 472, 


1906. 


t 


I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
| 
a 
2 


1934] S. E. JELLIFFE AND J. NOTKIN 691 


2. 


nm 


N 


20. 
ai. 


23. 


Sauer, H.: Ueber gehaufte kleine Anfalle bei Kindern (Pyknolepsie). 
Monat. f. Psychiat. u. Neurol., 40: 27, 1912. 

Gruhle, H. W.: Ueber die Fortschritte in der Erkenntniss der Epilepsie 
in den Jahren 1910-1920 und ueber das Wesen dieser Krankheit. 
Zentralbl. f. d. ges. Neurol. u. Psychiat., 34:1, 1924. 

Gélineau: De la narcolepsie. Gaz. d. hop., 53: 626, 1880. 

Henneberg, R.: Ueber genuine Narkolepsie. Neurol. Zentrlbl. 35: 282, 
1916. 

Redlich, E.: Ueber Narkolepsie. Ztschr. f. d. ges. Neurol. ‘u. Psychiat., 
95: 256, 1925. 

Engelhard, C. F.: Gehaufte kleine Anfalle bei Kindern. Psychol. u. 
Neurol. BI., 18: 197, 1914. 

Bonhoeffer: Ein Fall von Narkolepsie. Berl. med. Wchnschr., 27 :1250, 
IQII. 

Westphal, K.: Zur Psychogenese und Therapy pyknoleptischer Anfalle. 
Ztschr. f. d. ges. Neurol. u. Psychiat., 138: 745, 10932. 

Zappert, J.: Zur Prognose der Epilepsie im Kindesalter. Med. Klin., 
8: 229, 1912. 

Stier: Zur klinische Stellung und Prognose der gehauften kleinen 
Anfalle der Kindern. Ztschr. f. d. ges. Neurol. u. Psychiat., 80: 143, 
1922. 

lriedmann, M.: Zur Kenntniss der nichtepileptischen Absencen im 
Kindesalter Ztschr. f. d. ges. Neurol. u. Psychiat., 9: 245, 1912. 

Ratner, J.: Beitrag zur Klinik and Pathogenese der Pyknolepsie. Monat. 
f. Psychiat. u. Neurol, 64: 264, 1927. 

Notkin, J.: “Affectepilepsy ” and ‘“ Hysteroepilepsy ”: A study of con- 
vulsive states in psychopaths. Jrl. Nerv. and Ment. Dis., 72: 135, 
1930. 

Mann, L.: Erregbarkeitssteigerung bei narkoleptischen Anfallen. Ztschr. 
f. Elektrol., 13: 82, 1911. 

Sedgwick, J. P.: Spasmophilia with special reference to familial reac- 
tions and repeated absences. Am. Jrl. Dis. Child., 7: 140, 1914. 

Foerster, O.: Hyperventilationsepilepsie und Aussprache dazu. 14 
Jahresver. d. Ges. Dt. Nervenarzte. Leipzig 1925. Verlag von 
F. C. W. Vogel, p. 155. 

Romer: Das Erbsche Phanomen bei der Epilepsie (hypoparathyreogene, 
spasmophile oder tetanische Epilepsie.) Ztschr. f. d. ges. Neurol. u. 
Psychiatr., 84:1, 1923. 

Klieneberger, O.: Ueber Narkolepsie. Berl. klin. Wchschr., 6: 246, 1913. 

Aron, H.: Uebererregbarkeit im Kindersalter, ihre Bedeutung und 
Behandlung. Ther. d. Gegenwart, 66: 158, 1925. 

Oppenheim: Zur Kenntniss der Epilepsie und ihrer Randgebieten. 
Ztschr. f. d. ges. Neurol. u. Psychiat., 42: 352, 1918. 

Marchand, L.: Des accés épileptiques avec conservation de la conscience. 
Presse Méd., 290, 1924. 

46 


4. 
| 
6. 
i. 
8. 
Q. 
10. 
Ti. 
12. 
13. 
14. 
15. 
16. 
18. 
19, 
> 


33. 


34. 


w 
uw 


30. 


THE PYKNOLEPSIES | Nov. 


Friedmann, M.: Zur Auffassung der gehauften kleinen Anfalle. 
Monatschr. f. Psych. u. Neurol., 38: 76, 1915. 

Cohn, W.: Ueber gehiufte kleine Anfalle bei Kindern. Monatschr. f. 
Psych. u. Neurol., 46:106, 1919. 

Meyer, M.: Zur Klinik und Behandlung der sogenannten gehauften 
kleinen Anfalle bei Kindern. Ztschr. f. Kinderh., 27 : 293, 1920. 

Pohlisch, K.: Zur Frage der Pyknolepsie. Arch. f. Psych. u. Nerv., 
67: 424, 1923. 

Kochmann, R.: Die gehaufte kleine Anfalle im Kindesalter. Arch. f. 
Kind., 73: 163, 1923. 

Adie, W. J.: Pyknolepsy: a form of epilepsy occuring in children with 
a good prognosis. Brain, 4: 96, 1924. 

Marchand, L. et Bauer, L.: Trois cas de pyknolepsie. Soc. clin. méd. 
ment., 29: (15 Mars), 1926. 

Moreau, M.: Considération rélative a la pyknolepsie. Jour. d. Neurol. et 
Psychiat., 28: 772, 1928. 

Ratner, J.: Zur Kenntniss der Pyknolepsie und ihre Grenzgebiete. Arch. 
f. Psychiat. u. Nevekr., 89: 802, 1930. 

Stromayer: Die Psychopathologie des Kindesalters. Bergmann, Munich, 
162, 1923. 

Rosenthal, C.: Zur Frage des gehauften kleinen Anfalle im Kindesalter. 
Arch. f. Psychiat. u. Nerv., 77: 672, 1926. 

Divry: A propos du traitment de l'épilepsie par la phénylmalonylurée. 
Encephale, 17: 160, 1922. 

Stargardter: Ueber die gehaufte kleine Anfalle der Kindern. Jahrb. f. 

Kinderh., 45: 230, 1921. 


692 
24. 
26. 
28. 
20. 
30. 
31. 
32. 
= ( 
( 
I 
I 
e 
n 
7 
E 
te 
ii 


CRITERIA FOR ESTIMATING THE VALUE OF 
PSYCHIATRIC SERVICE IN THE FIELD 
OF CRIMINOLOGY.* 


By BERNARD GLUECK, M.D. 


For some 30 years and more American psychiatry has led the 
way in the application of psychiatric principles and techniques to 
issues in human conduct and human relations which do not tradi- 
tionally lie within the strict field of medical practice. 

It has forged for itself this leading position in the face of a 
variety of resistance and obstacle at the hands of other disciplines. 
This has been particularly true with reference to its activities in 
the field of criminology; and although very substantial progress 
in administrative procedure has resulted from the increasing appli- 
cation of psychiatry to this field, its position is still very insecure 
and its opportunities very questionable indeed. One of the reasons 
for this insecure position is that until very recently no dependable 
large scale information has been available concerning the worth 
of psychiatry as a constructive and reconstructive instrument in 
connection with criminal conduct. 

When one views the matter theoretically and in the light of the 
great variety of problems which present themselves in the private 
practice of psychiatry and in connection with some especially fortu- 
nately placed public or semi-public clinics, there need be little doubt 
of the therapeutic possibilities of psychiatry at its best. But it is 
highly important to discover means of determining what can be 
expected of psychiatry under the facilities afforded to it in con- 
nection with the average court or penal or correctional institution. 
This does not mean, of course, that one underestimates in the least 
the purely research values of psychiatry’s contact with criminology. 
But these values assume, in the eyes of the average lawyer, legisla- 
tor or administrator, a position subordinate to the more practical 


* Read at the ninetieth annual meeting of The American Psychiatric Asso- 
ciation, Section on Forensic Psychiatry, New York City, May 28-June 1, 
1934. 
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question of psychiatry’s utility for a more constructive management 
of the problem of crime. 

The recent publication of volume 1 of the Harvard Crime Sur- 
vey, by Drs. Sheldon and Eleanor Glueck, has released anew an 
extensive discussion of this question of the “ worth-whileness of 
psychiatry in the field of criminology.” The book in question con- 
stitutes a very careful, scientifically valid, catamnestic study of 
1000 juvenile delinquents treated by court and clinic. These cases 
were studied after a five years’ lapse following their contact with 
the Juvenile Court and Clinic, at which time the following picture 
was revealed concerning their conduct in the five-year post-treat- 
ment period. Eighty-eight per cent of them continued their de- 
linquencies during this period, with an average of 3.6 arrests on 
the part of those arrested, and two-thirds of them committed seri- 
ous offences, largely felonies. The authors then make the follow- 
ing comment: “ The major conclusion is inescapable then that the 
treatment carried out by clinic, court and associated community 
facilities had very little effect in preventing recidivism.” 

A careful reading of this book will convince any fair-minded 
person that the authors have been entirely fair, objective and 
rigidly scientific in the handling of their material. The cases were 
selected for study by members of the staff of the Judge Baker 
Foundation, and the manuscript was read before publication by a 
number of people, including Drs. Healy and Bronner and the late 
Judge Frederick P. Cabot. 

The conclusion, therefore, which the findings entirely justify, 
namely, that treatment carried out by the clinic, court and asso- 
ciated community facilities had very little effect in preventing 
recidivism, constitutes a challenge which psychiatry cannot ignore. 

Although the book had no such purpose, its purpose being a 
rigidly scientific evaluation of the facts in the lives of 1000 ju- 
venile delinquents, it lends itself in large measure for a discus- 
sion of the question under consideration. The title of the book is 
“One Thousand Juvenile Delinquents—Their Treatment by Court 
and Clinic.” Now I consider the use of the word treatment in 
connection with this clinic material very regrettable indeed, not- 
withstanding my high esteem and deep affection for the authors. 
I am sure no one, and least of all the directors of the Judge Baker 
Foundation would consider the term “treatment” applicable to 
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this 1000 delinquent boys, when over 80 per cent of them had had 
but a single contact with the clinic. The term “ administration ” 
would be a much more accurate designation of what actually took 
place with these cases, unless the authors employ the term “ treat- 
ment’ in a sense other than its customary reference to therapy. 
Now the suggestion for a more accurate designation of the clinical 
procedure with these cases is of crucial importance for the purposes 
of the present discussion. This faulty designation as “ psychiatric 
treatment ” of a single clinical examination of a delinquent, even 
when one is able as a result of such an examination to attach a 
clinical label to the case, has served more than anything else to 
misrepresent the aim and promise of psychiatry in the field of 
criminology. I need not stress the point that I am not here under- 
taking a criticism of the procedure of the Judge Baker Founda- 
tion. The work which has been carried on these many years under 
the able guidance of Drs. Healy and Bronner is well known and 
certainly does not need the present writer’s endorsement. But it 
is a fact that whatever the exigencies of the situation were which 
determined the clinical procedure with this 1000 boys, it was a 
procedure which by no stretch of the imagination can be called 
adequate psychiatric treatment. If I were to suggest, therefore, 
that the findings of the book under consideration might more accu- 
rately be designated as findings in 1000 untreated juvenile de- 
linquents, it is furthest from my intent to minimize in the least 
the worth and importance of the service rendered by the clinic in 
these cases. But it is a type of service which cannot be utilized as 
a basis for the determination of the value of psychiatry in the field 
of delinquency. 

If what is reflected in the findings of this book were to be taken 
as representing psychiatric service, the authors are right when 
they say, ‘‘ Honesty, candor and realism towards the delinquency 
problem inspire the question: Are juvenile clinics and courts worth 
the great effort and expense that have been lavished on them?” 
To be sure, the material at their disposal made it possible for the 
authors to give us a very telling composite picture of the human 
material they dealt with. They state: “ Toa larger extent than the 
general population, these boys are the native-born sons of foreign- 
born parents, a situation likely to make for cultural friction. Their 
parents have had a very meager education. The boys are members 
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of unusually large families, which even in happier economic times 
would continually be on the ragged edge of poverty. These families 
have disintegrated early; often the parents have become separated 
or divorced, or are unduly quarrelsome, and the home life has been 
distorted by inadequate care and discipline of the children. The 
standards of the parents as interpreted through evidences of thrift, 
temperance and moral decency, are very low, and criminality on 
the part of the parents, brothers and sisters of our young delin- 
quents is an all too frequent phenomenon.” These delinquents 
were found to be in good physical condition when examined at 
the clinic. When compared with the intelligence of Massachusetts 
school boys, they showed, at one extreme, nine times the proportion 
of boys of defective intelligence ; at the other, half the proportion 
of boys of normal or supernormal intelligence. Judged from a 
psychiatric viewpoint, three-fifths of them had marked emotional 
and personality defects ranging from a high incidence of condi- 
tions not definitely classifiable as psychotic, “ psychopathic,” “ pecu- 
liar,” or neurotic, to a small percentage of definitely psychotic 
syndromes. Criminalistic or sex “ideation” was noted in 5 per 
cent of the cases, sex and other “ conflicts” were found in 3 per 
cent, various marked “ dissatisfaction ” in 5 per cent. 

These are the pertinent clinical findings. But what of it? Of 
what possible use can they be for a determination of the influences, 
good or bad, of the contact which these boys had with the clinic? 
Let me reiterate that the object of the study was not the determina- 
tion of this point. Nevertheless it is entirely pertinent to suggest 
that a different clinical psychiatric experience on the part of these 
boys could have furnished valuable information on this point. 

Dr. and Mrs. Sheldon Glueck have put into this piece of research 
a great deal of time and conscientious effort. Naturally, they are 
able to produce as a result only what was made possible by the 
facts which went into it. The book will undoubtedly receive wide 
recognition as a type of research which is very much needed not 
only in the field of delinquency but in psychiatry and medicine as 
well. It is an outstanding piece of evaluative research. Neverthe- 
less, the only vital conclusion of a constructive quality which can 
be derived from its findings is that you cannot prevent juvenile 
delinquents from becoming recidivistic in crime unless you face 
the problem of delinquency squarely and candidly. What this 
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means as far as psychiatry’s contact with the problem goes should 
be well known at this day and age. It does not contribute one iota 
to the amelioration, say nothing of the solution, of the problem 
of crime for the clinician to submit to standards of procedure 
dictated by the traditional approach of the lawyer and judge to 
the problem of crime. On the contrary, this type of lip service 
to science is unfair and unjust, and beclouds the issue, retards 
progress and brings into disrepute the clinical approach, which is 
the only rational approach to the problem. 

Before an adequate psychiatric approach can be subjected to a 
dependable scrutiny for its worth as an instrument for modifying 
human conduct sufficient clinical facts must be available which 
would make possible a reasonably dependable answer to the 
following questions: 

(1) To what extent does the individual under consideration 
realize that there is something wrong with his conduct or state of 
health, and to what extent, if any, does he appreciate the need for 
help? Everyone doing therapeutic work will readily subscribe to 
the great significance for the destiny of the treatment of this 
aspect of the patient’s attitude towards the question of treatment. 
It would be extremely interesting to find out how many of this 
1000 boys realized a need for treatment, and in how many the 
contact with the clinic simply meant an aggravation of the nuisance 
or assault of the arrest, imprisonment and trial. We know how 
important it is in the private practice of psychiatry whether the 
patient comes voluntarily for treatment or is dragged to the physi- 
cian’s office by a worried or aggrieved relative. Whether optimum 
conditions in this regard can ever be achieved in connection with 
the application of psychiatry to the delinquent, I do not know, but 
I consider an evaluation of this factor indispensable for a scrutiny 
of the worth of psychiatry in the field of delinquency. 

(2) The question of the desire to get well. This is another 
commonplace, indeed, universal and indispensable factor which 
enters into the determination of the destiny of a therapeutic under- 
taking. We know with what obstinacy beneficent effects of treat- 
ment are resisted when this desire to get well cannot be brought 
about, or when the patient harbors a conscious or unconscious 


trend to be ill. How many of these boys wanted to change their 
habits of life? 
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(3) The question of transference capacity and actual transfer- 
ence manifestations. That every form of psychological therapy is 
primarily conditioned by this dynamic factor of transference, that 
success or failure hinges to a very large extent upon the destiny 
of the transference is so generally accepted today as to require no 
detailed consideration here. 

The authors do point out that an appreciably higher proportion 
of the cases of certain probation officers were successful than those 
of others, a finding similar to one made in another research with 
respect to parole agents. Naturally, such is bound to be the case, 
and the important factor here is without much doubt the trans- 
ference situation. 

(4) The question of the ego-constitution of the individual de- 
linquent. Clinical psychiatry has always stressed the importance 
of so-called “personality make-up” as a significant factor in a 
patient’s responsiveness to treatment. It would be of interest to 
note in how many instances the recommendations made to the 
court were based upon an adequate and dependable estimate of the 
individual delinquent’s capacity to benefit from the available 
resources of clinic or community. 

(5) The question of the extent and quality of the resistances to 
therapy. An adequate consideration of this question in connection 
with the problem which we are discussing would necessitate a more 
detailed consideration of dynamic psychology than is warranted by 
this occasion. 

But if the data furnished by this study were in a sense adequate 
to tell us why these boys became delinquent in the first place (which 
by the way they only permit us to surmise), they certainly could 
throw no dependable light on the question of why they remained 
delinquent, unless the question of resistance to change were 
thoroughly examined. 

The above five points were singled out for consideration as 
indispensable types of data on which a study of the kind we are 
considering must be based because they deal with facts which re- 
quire no other equipment for elicitation than time and an ade- 
quately trained clinician. They constitute information which is in 
the possession of the patient and a true illustration of what is 
meant by clinical data. No amount of elaboration of physical plant 
or physical equipment or data-gathering machinery can substitute 
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for the clinical contact and the time required for this type of infor- 
mation; and no case can be spoken of as a psychiatrically treated 
case unless a fairly satisfactory answer is available with reference 
to the points which we have raised. 

In addition to the above subjective data there is a set of other 
data which must be looked upon as indispensable for a proper 
understanding of the delinquent, to say nothing of his treatment. 

While they are also truly clinical data in that they can be obtained 
from the patients themselves, social inquiry assists materially in 
the accurate estimate of their significance. 

(1) Relation of specific milieu to super-ego formation. 

(2) Relation of milieu to sense of personal worth. 

(3) Relation of compulsion to criminal conduct, subjective and 
environmental. 

(4) Relation of accumulated grievances and the force of ration- 
alization in criminal conduct. 

(5) Questions of reward and punishment. 

While, as has been stated above, the data with reference to these 
points are likewise truly clinical in nature, since their significance 
is reflected in the individual’s attitudes, feelings and trends, the 
background for them is determined more directly by types of en- 
vironmental situations than is the case in the first group of issues. 

No matter how clinically-minded we may be, it is necessary to 
recognize that criminal action and criminal conduct has always 
been a kind of parasitic accompaniment of civilized life, and it has 
been said with a great deal of justification that every society de- 
serves the criminals that it has. The criminalism of any community 
might be looked upon as one type of barometer which reflects that 
community’s degree of intellectual, emotional and social maturity. 
Its menace to the security of life and property cannot be mitigated, 
to say nothing of entirely eliminating it, unless its relation to the 
total quality of communal and national life is recognized with re- 
spect to both its causes and cures. The failure to curb its depreda- 
tions, especially in certain of our communities, or to check its 
progress has been due in large measure to a failure to recognize 
this intimate relation between the “ way of life,” the “ social 
vision,” the ideals and purposes of the community as a whole and 
its criminal problem. 
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Thousands upon thousands of criminals have been studied during 
the past quarter of a century in this country, but social philosophy 
and social practice have thus far been little or not at all influenced 
by the findings of these studies. 

We still attempt to deal with this problem by methods which are 
based on the assumption that man comes into the world as an 
adjusted, civilized citizen, ready and willing to impose upon him- 
self the necessary denials and restrictions which life in association 
with others imposes upon everyone. This of course is quite the 
opposite from the actual state of affairs. 

The new-born infant is a selfish, uncivilized, primitive little sav- 
age, driven by primitive and unsocialized instincts which require 
profound modification for social living. If these little savages had 
the physical strength to carry their impulses into execution, the life 
of the adults who surround them would be menaced at every 
turn. 

The authors of the book which we are considering have painted 
a gruesome and challenging picture of the soil and background in 
which these thousand juvenile delinquents grew from infancy to 
boyhood. It is no wonder that only the exceptionally well endowed 
among them escaped unscathed these handicaps of the most sensi- 
tive and impressionable period of life, infancy and childhood, and 
found themselves later on in any degree responsive to the construc- 
tive and reconstructive opportunities afforded them. 

The average child emerges from a home setting of this type 
already bruised and handicapped and, depending upon inner quali- 
ties and external vicissitudes of life, will either fall an easy victim 
to the suggestion and leadership of evil associates or to the example 
and pattern of the worst features of our social-economic and politi- 
cal ideals. Or he will carry away from his home setting a deeply 
resentful and rebellious attitude which puts a premium upon anti- 
social conduct. 


Past attempts to curb the criminalism thus engendered and fos- 
tered by these crime provoking social-economic noxi by means 
of coercion, repression and counter-violence have admittedly failed. 
The only reliable defense against criminalism lies in the promo- 
tion and fostering of the kind of environment which would favor 
the acquisition on the part of children of a socially adjusted inter- 
nal or subjective 
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‘guide” or “ monitor” of conduct suited for 
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decent communal life. We designate this internal monitor tech- 
nically the “ super-ego”’ and view it as the precipitate of those 
experiences of infancy and childhood which had to do with the 
curbing, transformation and socialization of the aggressive and 
destructive elements in the instinctual equipment of the new-born. 
Psychiatry when it aims to be of help in managing the problems of 
crime, cannot remain silent about these destructive and crime- 
provoking features of contemporary civilization. Its efforts at 
reconditioning human conduct are constantly thwarted by these 
existing evils of contemporary life. 

Neither can psychiatry ignore the persistent violation of the 
“sense of justice” in the average man and woman citizen of the 
average American community. 

Man accepts the demands and restrictions which living in asso- 
ciation with others imposes upon him not without resistance and 
protest and only in return for the promise of the benefits and 
securities of communal life. When he does repress his egocentric 
and selfish tendencies in the service of civilized life, he does so 
with the tacit understanding that society, in its turn, has assumed 
certain obligations toward him. Among these obligations of society 
to the individual, one of the most precious is an assurance of a 
social sense of justice or rightness. A violation of this sense of 
justice constitutes a vicious betrayal of this tacit understanding and 
furnishes justification for the unleashing of primitive impulse and 
instinct which had been held in check. 

The psychiatric study and treatment of the offender must em- 
brace all the facts pertaining to a human life. In its contact with 
the problem of crime it must guard assiduously against becoming 
the unwitting tool of those whose personal aggrandizement, power 
and wealth depends upon the maintenance and continuance of the 
present social-economic order with its accompaniment of crimi- 
nalism, pauperism and intolerable waste of human and material 
values. Psychiatry has made great strides in recent decades, but 
we can still learn a great deal concerning the technique of rehabili- 
tating the criminal through an honest and objective examination 
of the influences which have made us what we are. 

We must be willing to provide similar conditions and influences 
for our neighbors and their children if we are to escape the menace 
of living next door to a thief or a murderer. 
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The social-economic background of this army of a thousand juve- 
nile delinquents played a determining role in the shaping of their 
consciences and their sense of personal worth. In many instances 
the compulsion to criminal activity became irresistible as part of 
the gruesome vicissitudes of their young lives. They certainly have 
had occasion to accumulate enough grievances against their lot in 
life to assist materially in the rationalization of their criminal con- 
duct, and the only promise of reward seemed to many of them to 
lie in an identification with the philosophy underlying contemporary 
social-economic life that might is right. 

Now I do not know to what extent facts of this nature constituted 
the concern of the clinicians who treated these delinquents. But it 
must be obvious that unless adequate consideration has been given 
this type of datum in the personality and activity of these boys, 
the clinical contact with them cannot be called psychiatric treatment. 

I submit, therefore, in conclusion, that the destiny of this group 
of delinquents might be more justly designated as the destiny of 
an untreated thousand of juvenile delinquents, and that the value of 
the book which we have been considering can only acquire enhance- 
ment through its revelation of this fact. 


DISCUSSION. 


Dr. CLinton P. McCorp (Albany, N. Y.).—Dr. Glueck always expresses 
himself in such keen and forceful fashion, that it is a pleasure to discuss his 
paper. I was asked to do so I imagine, because our experience has so nearly 
paralleled; both of us having had several decades of experience in various 
aspects of social psychiatry, and both of us at the present time are finding 
our major activities in the field of private consulting work and psycho- 
analytic treatment. 

When the Program Committee met in Albany some weeks ago, we dis- 
cussed the imperative need of placing on the program the author, or one of 
the authors, of this book which Dr. Bernard Glueck has just reported on, 
and it is a great disappointment not to have him here today. But since reading 
Dr. Bernard Glueck’s paper last evening, it has seemed to me that it is really 
more to the point that we should hear these things from one of our own col- 
leagues, whose authority in this special field is second to that of no one in 
America. 

I want to touch on a few things that Dr. Glueck’s paper brings out. Why 
should we expect such striking results through our clinic work, or our court 
work, with material so inferior to that which we accept in private practice 
and with such meager contacts as compared with our work with private 
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cases? Why do many clinic heads believe so implicitly in positive results, 
when the instruments at their disposal are so meager ? 

There has been in the past much talk by clinic heads about treatment pro- 
grams and assertions as to results of the clinic’s treatment; now that this 
study has appeared with its arresting challenge, we may expect to find clinics 
disclaiming that the inadequate contact which they have enjoyed with their 
patients was treatment, and asserting perhaps, that their function has always 
been only diagnostic. Since the book appeared I have detected or been 
informed of considerable uneasiness on the part of many clinic staffs and 
some state officers who are operating or supervising clinics in institutions; 
there is apparent the fear that the results of this study will affect unfavorably 
their projects or dry up the financial support. I feel this fear is not warranted. 
Psychiatric technique will always be justified as an imperative, practical 
instrument in dealing with delinquents and criminals either in institutions or 
in pre-institutional clinics; it will be essential for purposes of classification, 
guidance in educational programs or in giving advice of a prognostic char- 
acter before committment to institutions or in a consideration of cases for 
parole or children for placement; its use as a research instrument, looking 
toward better treatment is also still very real. 

Sixteen or seventeen years ago, before a meeting of the Council of Juvenile 
Agencies, meeting with the American Prison Association, I questioned the 
results of institutional treatment of delinquents as set forth in their reports 
and stated that instead of 80 to 90 per cent of positive results being accom- 
plished, the picture would most likely be reversed. I was criticized severely 
by institutional administrators and by the heads of certain behavior clinics. 
I had nothing to offer but my opinion; but following that meeting I did 
have, at my own expense, an investigation conducted, which, it is true, does 
not partake of the care and the scientific skill that Prof. Sheldon Glueck and 
his wife have brought to bear on the subject in their epoch-making book. 
I did have, however, about 600 juvenile delinquents studied in much the same 
way, a small group at a ten-year period after they had had contact with 
our clinic, with about the results which Prof. Glueck arrives at in his book. 

I remember some years ago conducting several state clinics for children. 
I think they were conducted under a Commission; they were the forerunners 
of the behavior clinics now conducted by several states. I remember in one 
city a three-hour clinic period, with 30 juveniles waiting, and after putting 
in three hours on about four cases, the other 26 cases were pressing for just a 
word of some sort. I recall a mother, with the minister who had brought her, 
coming with a ten-year old boy. The minister said: “ Just a word before 
you go. We want some help. Here is a ten-year old boy, who has been steal- 
ing and setting fires in the bathroom, and defacing property. Tell us what 
to do about it.” I needn't tell you that such experiences convinced me of the 
futility of attempting clinical work under conditions of that sort. 

I think it has been a matter of regret to many members of this newly 
created Section of our Association that some few years ago so much of 
this whole business of the application of psychiatry to delinquency and crime 


704 PSYCHIATRIC SERVICE IN CRIMINOLOGY [ Nov. 


was handed over to lay organizations and foundations. Reflecting no discredit 
on the subsidized psychiatrists of such organizations, it was not wise, it 
seems to me, to put upon them the responsibility for developing policies when, 
within a group like this Section, there surely must have been more mature 
notions as to procedure than could possibly exist in the salaried psychiatrists 
available to conduct such work. At one of the Program Committee meet- 
ings of this Section it was brought out that this new Section ought to stand 
as a sort of official clearing house for ideas in this field. Here is the body 
from which should emanate policies and standards. 

Twenty-six or twenty-seven years ago Goddard and Johnston in their 
work with the feeble-minded were assailed by the educators as soon as they 
began to demonstrate that there were feeble-minded children in the schools. 
At the present time psychiatrists who are in touch with social psychiatry are 
in danger of being told that they are finding too many delinquents that 
cannot be treated, because that is exactly what we discover in private practice. 
It seems to me that an attitude of that sort might well be taken by heads of 
clinics, and people interested in the problem of delinquency. 

Dr. Glueck has indicated the heart of the whole matter. He has pointed 
out that this study by his brilliant brother and Dr. Eleanor Glueck, does not 
prove that psychiatry has failed to help in crime prevention and cure. He 
has shown that the clinics are concerned over this study because it reveals 
the mistake on the part of many psychiatrists in permitting a limited approach 
to be looked upon as psychiatric treatment. He clearly presented the items 
that figure in real therapy, namely, the voluntary acceptance of treatment, 
the wish to get well or be helped, the ability to transfer—and here the per- 
sonality of the psychiatrist figures even more strongly than that of the juvenile 
patient, and the resistance depends far more on that. 


Dr. Aucusta F. BronNner (Boston, Mass.).—I want to make three points, 
very briefly. In relation to this study, I want, first, to stress the fact 
that Dr. Glueck is correct in saying that the book has a wrong sub-title. The 
clinic, as those of you who are interested in it know, has never had any 
responsibility for treatment of court cases. The clinic, as it has functioned to 
date, has been for diagnostic service in an effort to try to learn something of 
causes. It was very distinctly the policy of Judge Cabot of the juvenile 
court that the court and the court alone is responsible for treatment, whether 
it does it effectively or not. No juvenile court in this country, so far as I 
know, up to the present, has turned over its treatment to a clinical—that is, 
to a psychiatric group. Clinics as they are functioning in this country today 
are giving their services to juvenile courts as an aid in understanding, but 
not with any responsibility for treatment. 

Secondly, Dr. Glueck, in his paper, said that we need the same sort of an 
evaluation of what psychiatry is accomplishing. That is perfectly true, and 
I think it will be clear that intensive psychiatric treatment has its troubles 
also, and that the proportion of success is not very cheering. 

Thirdly, it is interesting to get the point of view of the writer of the 
paper and of the discussant; it is kind of them to come and tell the rest 
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of us what to do, especially since both of them have deserted the field. As 
Dr. Glueck himself has said, the nature of the material is such that most 
psychiatrists who want to get a large proportion of successful cases have 
deserted this field of the court and of public delinquency. ° 


Dr. BerNnarD GiuecK.—I don’t know whether Dr. Bronner was praising 
me or not. If I did desert, I did it because I could no longer fool myself. 
In private practice, I not only have a better chance to do what I might do, 
but I don’t have to fool myself. 

I am not given to prophecies, but I do believe that the ultimate effect upon 
the whole problem of delinquency would be materially greater if we refused 
to behave as though we are doing something clinically, when we are not. 
It is a very, very doubtful virtue not to desert the field if we have to work 
under the conditions that are laid down for us by people who, in so many 
instances, have neither knowledge nor right to control these issues; there- 
fore, I don’t feel very badly, even though Dr. Bronner may have meant to 
condemn rather than praise. 


| 


| 


Comment. 


THE RETIREMENT OF DR. MENAS S. GREGORY, FROM 
THE NEW YORK CITY PSYCHIATRIC SERVICE. 


The resignation, on June 26, of Dr. Menas S. Gregory, Director 
of the Psychopathic Division of the New York City Department of 
Hospitals, appears, with its attending circumstances, to be of more 
than passing interest and importance to psychiatrists, so many of 
whom are in the public service. Dr. Gregory’s resignation was 
evidently not of his own planning, nor was it the outcome of a 
competent, dispassionate investigation of the psychiatric service of 
the city and of Dr. Gregory’s part in that service. In fact, the 
methods employed in bringing it about display such a flagrant dis- 
regard of ethical procedure by a medical official that the disciplinary 
attention of the medical organizations would seem to be appropriate. 

Dr. Gregory’s career at Bellevue Hospital, and the remarkable 
developments accomplished there under his direction are known to 
psychiatrists everywhere. When he entered the service, about 30 
years ago, it consisted only of a meagre provision for the detention 
and examination of persons who appeared to be subjects for com- 
mitment to the state hospitals, and it did not contribute much to 
any other purpose. In a few years it was transformed into a real 
medical, psychiatric social agency that commanded the respect and 
confidence of the medical profession, the hospitals, the welfare 
agencies, the courts, the schools, and the thousands of individual 
citizens who have occasion to seek relief and guidance in psychiatric 
situations. The service gradually took on larger and larger pro- 
portions as the services for alcoholics and prisoners were added to it, 
and a service for children was established. When a central hospital 
department was established by the city, Dr. Gregory was placed in 
general charge of the psychiatric activities at all the hospitals and 
of the psychiatric clinic for the criminal courts. 

The opening, about a year ago, at Bellevue Hospital, of a new, 
well-designed, thoroughly modern, 600-bed psychiatric building, 
which had been planned and erected under Dr. Gregory’s super- 
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vision, was, perhaps, the crowning achievement of his remarkable 
progressive administration. With its opening, the long days of 
struggle with antiquated, dilapidated, and inadequate structural and 
equipment facilities, and with insufficient personnel, seemed to be 
fading into the past. 

Dr. Gregory seemed to be at the height of his powers and useful- 
ness and it was confidently expected that he would now have an 
opportunity, with greatly improved facilities and organization, to 
develop for the city such a psychiatric service as he had long planned 
and striven for, and of which he understood the needs better than 
anyone else. He had served under many city administrations, and, 
by his strict adherence to professional principles and practice, and by 
his sincere devotion to the sick and troubled, he had maintained the 
respect and support of all. It was, therefore, expected that the new 
hospital commissioner of the fusion reform administration, himself 
a hospital administrator highly recommended for appointment by the 
leading medical organizations of the city, would naturally depend 
upon such a well-tried, and competent psychiatric administrator as 
Dr. Gregory, in all matters relating to psychiatric policies, adminis- 
tration, and practice. This seemed all the more certain because it 
was well known that the commissioner was without experience and, 
as the event has confirmed, understanding in psychiatry and psy- 
chiatric administration. 

When, therefore, very soon after he had assumed the duties of his 
position, and before he had studied or even visited the Bellevue 
psychiatric service, the commissioner let it be known that Dr. 
Gregory’s services were to be dispensed with, the news was received 
with astonishment and protestations. With remarkable unanimity, 
the newspapers of the city denounced the obvious attempt to dis- 
credit Dr. Gregory and his administration by flimsy charges, in- 
timations, innuendoes, and ill-considered statements and views that 
were given out for publication by the commissioner. The report 
of a committee of the Academy of Medicine, appointed at the re- 
quest of the commissioner to investigate and report on conditions 
at Bellevue, described the unfinished state of the building, the lack 
of equipment, furniture and supplies, the inadequacy of the per- 
sonnel, but stated that “a commendable standard of service had 
been maintained in the face of many difficulties,’ due to the “ vision, 
ability, and persistent efforts” of Dr. Gregory. Also, an unofficial 
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group of leading psychiatrists, who had long been familiar with the 
Bellevue service, presented to the commissioner a statement in which 
they endeavored to correct some of his misconceptions, misinforma- 
tion, and ill-considered views, and to point out to him the unwisdom 
and unfairness of the course he was pursuing in regard to Dr. 
Gregory, whose services to the city were too valuable to be dis- 
pensed with. 

Notwithstanding, however, the representations and protests of the 
leading newspapers, and in the face of strong medical and psychiatric 
opinion, the commissioner, without bringing forward any convincing 
evidence, or undertaking an open investigation of the service, con- 
tinued in the most extraordinary way to demoralize it by inviting 
complaints from Dr. Gregory’s subordinates, and without discernible 
consideration of the real facts and merits of the situation or the 
real needs of the service. 

Dr. Gregory’s prolonged and dignified efforts to maintain his 
position, and to convince the commissioner of the misinformation, 
misunderstanding, and misconception into which he had been led, 
seemed, in common with all the other representations that had been 
made, to have no weight whatever. By the advice of his friends, 
therefore, Dr. Gregory, knowing that the commissioner, by virtue of 
his position was accuser, advocate, judge, and executioner, with no 
appeal except to the slow machinery of the courts, decided to resign, 
and, with a view to exposing the true facts relating to the ill- 
supported statements of the commissioner, to bring a suit for libel. 

The JoURNAL presents in some detail this brief and, we believe, 
accurate and fair account of the circumstances of Dr. Gregory’s 
retirement from the psychiatric service of New York City, because 
of the widespread interest manifested, and because of its importance 
and significance. Psychiatry and public psychiatric administration 
have, alas, long suffered from the crude, stupid, and heartless 
methods of partisan politics. It seems now that perhaps equally 
devastating effects may, as in the present instance, result from the 
arbitrary acts of misguided, self sufficient, medical public officials 
who may assume that experience in general hospital administration 
alone enables them to understand the character and requirements of 
psychiatric administration and practice and, without careful in- 
vestigation and the advice of experts, to judge of the quality of 
service of those engaged in them. It is evident that the maintenance 
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of sound standards in psychiatric administration and development, 
as well as in psychiatric education and practice, can be safely en- 
trusted only to psychiatric leadership and guidance, to provide which 
is one of the principal aims of The American Psychiatry Association 
and its JOURNAL. 


POLITICS AND MENTAL DISEASE. 

The Editors of the JouRNAL sometimes wonder if the reports of 
the various standing committees of the Association as submitted to 
it through the Council at the annual meetings receive the considera- 
tion that their importance often warrants. The sessions are so 
fully occupied by necessary business and the scientific program 
that there is little opportunity for discussing matters that may be 
suggested by these reports. Many of the reports received from 
these committees at the recent annual meeting in New York con- 
tained material that well merits the attention of the Association as 
the principal national body devoted to the study of mental diseases, 
their prevention and treatment. The report of the Committee on 
Standards and Policies in particular has set forth certain facts and 
conditions that challenge the serious consideration of members of 
the Association and other readers of the JourNAL interested in 
governmental administrative policies as they relate to mental 
disease as a public health problem. 

This committee studied in 46 states and in the Canadian provinces 
the various types of governmental administration and control of 
public institutions for mental diseases, the qualifications both of 
officials charged with such control and of the heads of hospitals as 
well, and the general policies which prevail in the several jurisdic- 
tions ; for upon these fundamental matters depend the standards of 
care of patients receiving institutional treatment at the hands of 
the state. 

At the request of the Editor, Dr. Arthur P. Noyes, Chairman of 
the Committee on Standards and Policies, summarizes and discusses 
this report in the following statement: 


As might have been expected the Committee found that in general the 
highest standards of care exist in those states where there is a strong central 
board of control comparatively permanent in tenure of position and headed 
by a psychiatrist trained in institutional administration. With a central board 
of control organized in this way and vested with broad authority and responsi- 
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bility the official in charge seems in nearly every instance to have been ap- 
pointed for his outstanding qualifications with little or no regard to political 
considerations. Usually somewhat less successful, although at times leaving 
little to be desired in its results, would appear to be the scheme of administra- 
tive organization by which, provided the bureau head is a qualified psy- 
chiatrist having permanent tenure, the central control body for mental 
institutions is one of several bureaus or divisions subordinate to a larger 
board or commission supervising also other types of eleemosynary institutions 
and public welfare activities. 

In small states with few institutions for mental disorders it may be neces- 
sary that the organization and scope of the central control body be along lines 
quite different from those advisable in a populous state. Irrespective, however, 
of the details of administrative organization efficient and enlightened pro- 
visions for the prevention and treatment of mental disorders will not be found 
to exist unless conditions permit a secure and satisfying career free from 
disturbing political factors on the part of the central control official directly 
responsible for public aspects of mental health. 

In a minority of states only did the Committee find that the plan of govern- 
mental administrative organization was such as would logically promote the 
most desirable conditions for mental health activities. In some states where 
the plans of organization are faulty but where public opinion and a sensitive 
official conscience do not countenance the political exploitation of offices and 
institutions designed to serve the mental health of citizens satisfactory prac- 
tices appear to exist. With a surprising and regrettable frequency, however, 
partisan political expediency appears to determine policies of administration 
and qualifications of personnel. Persons unfitted by temperament, without 
knowledge of the needs of the mentally disabled and without experience in 
their care are appointed as payment of a political debt to central boards of 
control where, at the first change of state administration, they are superseded 
by others equally unqualified. 

For many years state and provincial governments have recognized that the 
prevention of physical diseases, particularly those of an epidemic nature, and 
the care of disabled, dependent citizens must be a government responsibility. 
Similarly, enlightened governments are now increasingly coming to realize 
that the discovery and training of the feebleminded, the dissemination of the 
principles of mental health and the providing of psychiatric counsel and super- 
vision to indigent mental patients not requiring institutional restraint is a 
public obligation as well as is the care of those who need continued intra- 
mural treatment. Observation shows that such preventive and constructive 
work is not adequately appreciated or assumed wherever political consider- 
ations are determining factors in the constitution of central boards dealing with 
mental health. 

Although the promotion of mental health will doubtless become increasingly 
a function of the state, yet for a long time to come its major activity in this 
department of medicine will consist in the operation of pyschiatric hospitals. 
The standards of treatment provided by these institutions depend largely upon 
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the qualifications of the superintendent, upon the security of his position and 
upon the sympathetic and intelligent support of the agency under which he 
operates. These factors, however, vary with the extent to which political 
considerations enter into the appointment of the superintendent and with the 
degree to which he is granted freedom from political interference in the 
administration of his institution and in the selection of personnel. In its survey 
the Committee on Standards and Policies found that in one-third of the states 
of the United States the superintendents of the state institutions for mental 
disorders are appointed for limited terms. This practice with the resulting 
uncertainty of tenure is of course a serious deterrent to the selection of institu- 
tional psychiatry as a career on the part of the young physician. In the long 
run the qualifications of psychiatrists available for superintendencies in a state 
having such statutory provision will be distinctly lower than would be the case 
were permanency of position assured. While in some such states superinten- 
dents are usually re-appointed upon expiration of the stipulated term vet in 
others this is not the custom and a new appointee is selected for political rea- 
sons. Unfortunately the report of the Committee shows that in certain other 
states where the statutes provide for an indefinite term of appointment superin- 
tendents are frequently removed when political changes occur in the state 
administration. Not only may political considerations determine the period ot 
the superintendent’s incumbency but in at least 17 states he is coerced by 
politicians in the matter of appointment and removal of his medical and other 
personnel. Incompetence and disorganization are bound to result from such 
interference. The practice of soliciting—or requiring—financial contributions 
to political funds from officers and employees was one of the evidences which 
came to light of the corruption and intimidation usually bound to exist 
wherever politics has invaded activities established for the treatment of mental 
disorders. 

Wherever politics assumes the function of providing for the mentally dis- 
abled its blighting influence can be noted and its destructive effects upon 
standards of care become plainly evident. The Committee's report reflects 
the keen interest of the Association in this subject and the apprehension with 
which it notes every incursion by politics into the field of relief of mental 
disability. In certain states high standards of care and treatment of the 
mentally disabled have long been maintained, a condition due in no small 
measure to the efforts of former and present members of this Association. In 
those states where political influences still interfere with an intelligent pro- 
gram of prevention of mental disorders and with the scientific and unselfish 
care of the mentally disabled the members of this Association should, by un- 
remitting vigilance and effort, endeavor to purge of corrupting tendencies the 
governmental agencies dealing with mental disease and seek actively to 
promote those administrative systems and standards which experience in other 
states has shown are necessary for the maximum amelioration of the great 
problem of mental disability. 


j2cws and JjQotes. 


AMERICAN Boarp oF PsycHIATRY AND NeEvrRoLocy, [nc.—The 
American Board of Psychiatry and Neurology, Inc., held its or- 
ganization meeting in New York on October 20, 1934. Officers 
elected were: Dr. H. Douglas Singer, President; Dr. C. Macfie 
Campbell, Vice-president; Dr. Walter Freeman, Secretary-trea- 
surer. 

By-laws governing the organization were adopted as amended 
and a committee consisting of Drs. Clarence O. Cheney, Edwin 
C. Zabriskie and Louis Casamajor was formed to consider plans for 
examinations, credentials and forms for application blanks. It is 
proposed to send application blanks to candidates soon after 
January, 1035, and the first examination will probably be held in 
New York in June, 1935. 

Other members of the Board are Dr. Lewis J. Pollock, Chicago, 
Dr. George W. Hall, Chicago, Dr. Franklin G. Ebaugh, Denver, 
Dr. Lloyd H. Ziegler, Albany, Dr. J. Allen Jackson, Danville Pa., 
and Dr. Adolf Meyer, Baltimore. Further information may be 
obtained from the Secretary, Dr. Walter Freeman, 1726 Eye Street, 


Washington, D. C. 


Tue Deatu or Dr. Drewry.—lIt is with great regret that the 
JourRNAL records the death on October 19 at his home in Rich- 
mond, Virginia, of Dr. William F. Drewry, who as Director of 
the Bureau of Mental Hygiene in the Department of Public Wel- 
fare, has played so important a part in the promotion of mental 
health in the state of Virginia. Dr. Drewry became a member of The 
American Psychiatric Association in 1892, and served as Presi- 
dent in 1910. An appropriate memorial sketch of Dr. Drewry will 
appear in an early number of the JOURNAL. 


Tue ROCKEFELLER FOUNDATION ANNUAL REPORT 1933.—The 
Rockefeller Foundation appropriated a total of $9,890,806.31 dur- 
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ing 1933 for various philanthropic projects. These projects are cen- 
tered in the following five fields: (1) Public health, (2) medical 
science, (3) natural science, (4) social science, (5) the humanities. 

Max Mason, President of the Foundation, comments as follows 
in introducing this report. 


The period has been marked by economic, social, and political stress in 
many parts of the world, giving rise to pressing problems of national and 
international scope. A foundation dedicated to the welfare of mankind, and 
which has conceived its function in the broad as aid in the process of the 
rationalization of life, can neither remain indifferent to pressing current prob- 
lems nor relinquish the support of the fundamentals on which, in the long 
run, the control of man’s destiny depends. In its work for the year The 
Rockefeller Foundation has been conscious of both types of needs. 

While the Foundation has continued during the year its activity in further- 
ing the advance of knowledge in the fields of public health, medical science, 
natural science, social science, and the humanities, its work in these fields 
has been vitally changed in scope through selection, for intensive work, of 
those subfields which contribute more directly to the general problem of 
human behavior, with the aim of control through understanding. 

In the fields of medical and natural science the major emphasis has been 
placed on the problem of mental health and on the development of those 
sciences whose advance is imperatively demanded to form the substantial 
scientific basis for the rapidly evolving modern science of man. In the social 
sciences the problems of economic structure and process, international rela- 
tions, and community organization and planning have been considered of 
principal importance. The emphasis in the humanities has been on the en- 
couragement of international cultural understanding and the preservation and 
interpretation of American culture. In the International Health Division, 
there has been increased attention to studies of disease in its environment, 
with closely related laboratory investigations. 

Early in 1933 a fund was set aside for projects having to do with the 
present national and world situation. The projects which have been supported 
fall under two general headings: studies providing for concurrent appraisal 
and studies furnishing a factual basis for improved planning of important 
sections of the recovery, relief, and reconstruction program; and undertakings 
involving the collaboration of private agencies in the prosecution of the emer- 
gency programs of the federal, state, and local governments. 

Another emergency requiring special funds was the displacement of emi- 
nent scholars in Europe for political reasons and the consequent interruption 
of important scientific work. Dealing directly with universities in Europe and 
America which wished to add these men to their staffs, the Foundation has 
contributed toward their salaries. The situation was an emergency; the 
solution of the problem is as yet on a temporary basis. 


The medical sciences received $1,173,853 from The Rocke- 
feller Foundation during 1933. In the field of psychiatry appro- 
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priations were made to the Johns Hopkins University School of 
Medicine, to University College, London, to Washington Univer- 
sity, St. Louis, Missouri, and to the Harvard Medical School and 
Massachusetts General Hospital. In the field of public health 
teaching and preventive medicine an appropriation was made to 
Dalhousie University, Dalhousie, Nova Scotia. In addition to 295 
fellowships in the medical sciences granted by the Foundation dur- 
ing the year, 61 scientists received aid grants for special research 
work. 


“i 


Mook Reviews, 


CULTIVATING THE CHILp’s Appetite. By Chas. A, Aldrich. (New York: 
Macmillan Co., 1932.) 


This is the second edition of a practical monograph upon the subject 
of anorexia. The author approaches the problem of cultivating the child’s 
appetite through an indirect rather than a frontal attack, considering anorexia 
as a symptom rather than a diagnosis, an indication of a possible dysfunction 
of the psychologic mechanism which may be the main causative factor and 
is always prominent in the child’s refusal of food. The author believes that 
the child should be given considerable leaway in selecting his own food that 
the principle of a caloric diet might well give way to the principle of self- 
determination and self-desire. A most important differentiation between the 
fundamental physical aspects of hunger and the psychic nature of appetite as 
to their origin, purpose and influencing factors is stressed. Hunger is viewed 
as a primary reflex reaction, a physiologic affair, whereas appetite is essen- 
tially a desire with the psychogenic qualities of memory complexes. The 
hunger-appetite reflex, however, functions interdependently and many psycho- 
logical as well as physical factors upset their normal relational expression. 
Among the psychological factors influencing appetite are nervousness, nega- 
tivism, desire to be important, reaction to the “big stick,” the influence of 
attendants, the domineering, indulgent, timid, venturous, meticulous, shift- 
less types who may eat with the child. The author follows Cannon's view- 
point, supporting the position that hunger is the result of contractions of the 
stomach walls and that appetite is psychic in nature. He cites Katz who 
reflects the viewpoint of continental observers that hunger and appetite have 
a more obscure origin both being dynamic drives but appetite the more spe- 
cific. Weber has a psychoanalytic method comparing the hunger to the id and 
the appetite to the ego. Some writers have suggested a possible automatic 
physiologic control of appetite which might possibly be located in the brain 
or indirectly related to the concentration of various substances in the blood. 
The physiology of the gastrointestinal tract, the glands of internal secretion, 
body types, tonsils, adenoids and anemia may possibly have an indirect effect 
upon anorexia. Psychological factors however play the leading role. 

Joun Ersere Davis. 


A For DEVELOPING PsycHIATRIC SoctAL WorK IN STATE HospPITALS. 
By Hester B. Crutcher. (New York: State Hospitals Press, 1933.) 


While this Guide brings comparatively little that is new to the psychiatrist, 
who already realizes the contribution which it is possible for a competent 
social worker trained in mental hygiene to offer, it presents a definite out- 
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line for the development of psychiatric social work where organization of 
this type of work is necessary. 

The social history outline and the organization of office and work are 
worthy of note. The writer emphasizes that the social worker should econo- 
mize on her own time and that of the psychiatrist by stating facts and summar- 
izing as briefly as possible, rather than including negative findings and inter- 
preting information in the light of her own experiences as is so frequently 
the case. 

The qualifications for a social worker in this field are rather definitely set 
forth, appreciating the fact that theoretical training and superior intellect are 
insufficient unless combined with insight, flexibility, tolerance and objectivity. 
The suggestion might here be offered that general hospital graduate nurses 
with psychiatric nursing and social training, plus subsequent experience in 
social case work, are exceptionally well qualified for psychiatric social work 
in hospitals. The social worker is the liaison between the hospital and com- 
munity, and brings in material which is pertinent in planning for the patient. 

The author in our opinion is inclined to over-emphasize the importance of 
the psychiatric social worker’s contribution to the psychiatrist, and we also 
feel that it is a question for the examining physician to decide whether or not 
the social worker should procure the history of an in-patient or an out-patient. 
This is essentially important in dealing with children as well as adults. 

3ERNICE WILSHIRE, Reg. N., 
Toronto Psychiatric Hospital. 


INTERCORTICAL SySTEMS OF THE HUMAN CeEREBRUM. By Joshua Rosett. 
(New York: Columbia University Press, 1933.) 


The author describes a method of study of the association tracts of the 
human hemisphere, by exposing the brain to the pressure of liquid carbon 
dioxide, which is allowed to penetrate the brain tissue. A sudden release of 
the pressure causes an internal explosion, the white matter splitting along 
the lines of its tracts of fibres. By staining the pieces of brain tissue thus 
prepared, the author is able to study in detail the histological arrangement 
of the association tracts. 

The short, sub-cortical association tracts are described and mapped in 
detail and some information is given as to the connections of the longer asso- 
ciation systems, in particular of the arcuate fasciculus. 

The last chapter of the book contains a discussion of the etiological factors 
concerned in the formation of the cerebral fissures and sulci. 


Eric A. LINELL. 


PREDICTION OF VOCATIONAL Success. By E. L. Thorndike and Others. (New 
York: The Commonwealth Fund, 1934.) 


This study reports the results of a systematic effort to obtain complete 
educational records and some test scores on a population of New York City 
school children and to follow their careers for a period of ten years. Popu- 
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lations of 200 or 300 boys and girls were sampled by ages 13 to 15 in one 
or two schools, and populations of 800 or 900 boys and girls were sampled 
from Grade 8B in 11 schools. The schools were chosen to “represent the 
problem of vocational guidance for children of low economic status, including 
many with foreign born parents.” Such a selection, of course, introduces 
the problem of the bi-lingual home. 

The measures of school success were those which could be derived directly 
or refined statistically from obvious criteria of adjustment to the school 
situation such as grade reached at a given age, etc. The tests used were 
those which in 1922 were thought to measure general intelligence, clerical 
capacity, and mechanical adroitness. 

The study involved enormous expenditures of time, money, and patience in 
following the subsequent careers of the individuals selected, and prodigous 
ingenuity in devising statistical machinery to make the records quantitatively 
manageable. 

The only significant positive finding was that school records would pre- 
dict school records. The grade reached at age 14, for example, taken together 
with family plans for the individual’s education, will predict subsequent edu- 
cational progress very well (r .90). Negatively, nothing else worked. When 
the experimental population fell off the wall which separates the public school 
from sociological reality, all the king’s horses and all the king’s men couldn't 
put Humpty together again. 

This report has made the front page as establishing the impossibility of 
vocational guidance, but such far reaching conclusions should not be attributed 
to its authors. We now know enough in 1934 not to have begun such an 
investigation in 1922. Sufficient information has been developed since that 
time to suggest that Humpty was merely a scrambled egg to begin with. 

Cart C. BriGHAM, 
Princeton University. 


ScIENTIFIC MEMOIRS OF THE IMPERIAL UNIVERSITY OF SARATOov, U. S. S. R. 
Vol. VII, Issue 2 (1929); Vol. VIII, Issue 4 (1930); Vol. X, Issue 1 
(1933). 

The first two issues are devoted to research contributed by the faculty of 
medicine, the last mentioned issue to those of the departments of geology, 
organic chemistry, metallurgy, and plant physiology. 

An adequate review of these publications would occupy many pages and 
would be out of place here, as none of them deal with subjects directly 
related to psychiatry. 

It is interesting, however, to note the fundamental character and high 
scientific standard of the researches reported. There is evidence here indi- 
cating that the fine old academic traditions of the University of Saratov, 
which seemed to be threatened with extinction during the years of war, revo- 
lution, counter-revolution, famine, epidemic, and early reconstruction, have 
finally gained not only a new lease of life, but a new stimulus for growth and 


expansion. 
A. 
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Lire IN THE MAkinG. By Alan Frank Guttmacher. (New York: The 
Viking Press. 1933.) 


The author of this book is Associate in Obstetrics at Johns Hopkins Uni- 
versity. In the preparation of the text he has called in the assistance of 
Ellery Rand (Mrs. Martin B. Kohn), journalist and critic. His object is to 
present, particularly for the enlightenment of lay readers; a clear and suc- 
cinct account of the various aspects of the generative process both in man 
and in other animals. Human procreation can only be properly considered or 
understood in the light of a knowledge of the reproductive processes both in 
the simpler forms of life and in the species nearer to man himself. Moreover 
the beliefs and errors of pre-scientific days enter variously into the views and 
uses of the present. These, too, demand attention. To all these phases of the 
subject the author has attempted to do justice and has produced a volume 
to which the general reader may turn for sound information and will be 
entertained as he reads. 

Probably in no scientific field do history and folk-lore offer a more amazing 
and amusing array of misconceptions than in conception and the beginnings of 
the individual life. Rich samplings of this lore are presented, dating from the 
early Egyptian papyri to our own times—for it must not be thought that 
fantastic notions do not still prevail. The author relates a personal experi- 
ence in which he visited a slaughter-house and there overheard a foreign 
peasant woman asking for a pregnant sow’s uterus and ovaries which she 
proposed to eat to cure her barrenness. 

Strange to us seem the seventeenth and eighteenth century quarrels of the 
epigenesists and preformationists, of the ovists and spermatists; and shock- 
ing seems the bitterness with which opposing theories were defended. But 
it must be recalled that it was an age of intolerance and dogmatism, when 
ecclesiastical influences held sway even in scientific pursuits. 

Although de Graaf had observed the ovarian follicle, which he mistook for 
the egg, in 1672, and van Leeuwenhoek had seen the spermatozoon in 1677, 
it was not until 1827 that von Baer discovered the ovum itself; and only by 
the middle of the nineteenth century were the true nature and function of 
both spermatozoon and ovum established, and the acrimonious debate ended as 
to whether the child was the product solely or chiefly of paternal or maternal 
elements. The essential feature of fertilization—fusion of the nuclei of the 
two parent cells—was eventually demonstrated by Hertwig and Fol in 1875. 

The author traces the successive stages of the reproductive process—the 
asexual, the parthenogenetic and the hermaphroditic, with its curious sex 
reversals—which nature seems to follow in her evolutionary plan, reaching at 
length the bisexual mammalian type. It is important for man to know his 
own phylogenetic history in this regard in order better to understand the 
partial reversions he sometimes displays. 

Animals may be classified with respect to the generative function according 
to their rhythm of sex activity. There are three groups: those with a single 
annual breeding season; those with frequently recurring periods of sex inter- 
est; and those with more or less continuous mating tendencies. The sea-lion 
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is an example of the first class, pregnancy occupies nearly a year and re- 
impregnation is immediate; to the second class belong guinea-pigs, rats, 
cats and bitches; to the third only man and the other primates. “ It seems 
that the human female has passed through and beyond the cyclic mating 
phase, and by now all external signs of an oestrus period have disappeared 
in her.” 

Reference is made to the work of Gerret Miller who cites four funda- 
mental characteristics of human sexual behavior which are of profound social 
significance. These are: (1) absence of definite seasonal or cyclic rhythms; 
(2) tendency to formation of enduring sex partnerships; (3) lagging sex 
interest after association of some duration with correlative tendency to pro- 
miscuity ; (4) ability of the male to accomplish mating without the consent 
or against the will of the female. The first three features are found in other 
animals as well as in man; the fourth is believed to be limited to man alone. 

Following a discussion of the effects of castration, the author considers 
transplantation experiments, particularly the Voronoff grafts for rejuvena- 
tion, as well as the Steinach operation for the same purpose. In spite of 
startling isolated cases reported by these investigators, and which the author 
quotes, he maintains a skeptical attitude. “ The marvellous conquest of 
senility which he [Voronoff] describes is so fantastic that it seems wiser to 
attribute it to the psyche than to the graft. The sexual effects claimed to have 
been produced by transplantation could be explained by re-erotization through 
psycho-therapy.” Reported results of the Steinach procedure “invest the 
operation with the magic of Aladdin’s lamp. Medical hyperboles destroy 
rather than build up faith, so that critical physicians are just as uncertain 
as to how to evaluate the Steinach operation, as they are in the case of testicu- 
lar transplantation.” 

More promising is the outlook for the scientific use of the sex hormones, 
about which we really began to learn only yesterday. A single male hormone 
has been isolated, but three female. The latter are: theelin, which is akin to 
the male sex hormone and is responsible for producing and maintaining the 
feminine characteristics; progestin, which appears to be connected with 
menstruation and which prepares the organism for pregnancy; relaxin, which 
has to do with loosening the pelvic joints to favor parturition. 

Hormonal therapy is in its infancy. “ When we realize that theelin was 
discovered in 1923, the male sex hormone in 1927, progestin in 1928, and 
relaxin in 1930, there is no reason to be discouraged because none of the 
ills of mankind has as yet been conquered by them. Certainly, scientific 
evidence points to the tremendous possibilities inherent in hormone control ; 
and there seems little room for doubt that a fuller understanding of these 
chemicals will bring about sweeping changes in the treatment of many sexual 
ills, both physical and mental.” 

One of the most intriguing chapters in the history of guessing is that 
relating to the determination of sex. One of the oldest derives male children 
from the right testis, the right ovary or right lateral decubitus of the woman; 
females from the left. “This constant association of the dominant side of 
the body with maleness is no doubt somewhat favoured by masculine conceit. 


as 


1 
I 
] 


1934] BOOK REVIEWS 721 


It is to be remembered that none of the originators of these theories was a 
woman.” Other theories associated sex determination with the time in the 
menstrual cycle when conception occurred, with the relative vigor or age 
of the parents, with the nutritional state of the mother, with phases of the 
moon, with the acidity or alkalinity of the nudium in which the germ cells 
meet, with the ebb and flow of the tide, and finally, with prayer. 

These centuries-old suppositions are curiously reflected in contemporary 
beliefs of expectant mothers. The author collected some of these. Active 
movement of the foetus indicates a boy; falling of the patient’s hair foretells 
a girl; likewise a preference for sweet foods ; nausea early in pregnancy means 
a boy—as our patient said: “ Boys always make me sicker.” But dismissing 
all these notions, an old German couplet sums up our present knowledge of 
sex determination or forecasting— 


Wenn es liegt auf dem kissen, 
Dann kann man es wissen, 


Sex, as we now know, is primarily a matter of chromosomes; but these 
agents in human reproduction still lie beyond the reach of selective control. 

The last section of the book is devoted to multiple births. At least five 
authentic instances of sextuplets, and 32 of quintuplets have been recorded.” 
On page 228 the author states: “ All women carrying five or more children 
fall into labour several months early, due to the overdistension of the 
uterus, and in no accurately recorded case has any of the infants lived for 
more than 50 minutes.” In this sentence “minutes” should probably read 
“days,” for the author in a later report, printed in.the New York Times, 
points out that in Lisbon, in 1866, a single survivor of a set of quintuplets 
succumbed on the fiftieth day of her life. The next longest survival record 
for any one of quintuplets was 14 days. 

[All records have been astonishingly shattered by the famous Dionne 
quintuplet girls born at Corbeil, Ontario, May 28, 1934, to a 24-year-old 
French-Canadian mother. These children, born two months prematurely, are 
all thriving, thanks to the skill of Dr. A. R. Dafoe, and are now (Oct. 31) 
in their sixth month, and reported to have normal life expectancy. ] 

The subject of twins is thoroughly discussed by Dr. Guttmacher, particu- 
larly the invaluable evidence furnished by monozygotic twins in the study of 
heredity. Identical twins engage the author’s special interest and he enjoys 
indulging in pleasantries at their expense—himself being one. 

This work was one of the Scientific Book Club selections. 


C.B. F. 


A Text-Book or NEuRopATHOLOGY. By Arthur Heil, M.D. Illustrated with 
260 engravings. (Philadelphia: Lea and Febiger. 1933.) 


Into the 335 pages of this volume Dr. Weil, associate professor of neuro- 
pathology in Northwestern University Medical School, has richly packed 
the fundamentals of his subject. It is designed, he states, “to give a review 
of the present stage of our knowledge in neuropathology. It contains a col- 
lection of facts which have been scattered in the literature and should enable 
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the student to obtain a better understanding of the reaction of the nervous 
system in disease and to guide him in his clinical work. At the same time 
it should help the neurologist to recall data and to point out to him the many 
problems in the etiology of nervous disease which are still to be solved.” 

In an initial chapter the author discusses carefully the postmortem changes 
which occur in nervous tissue and the alterations due to various fixative 
agents, a subject to which the microscopist cannot give too much attention. 

He considers next the normal and pathological variations of the individual 
elements—ganglion cells, neuroglia, myelin sheaths and axis cylinders. 

There follow sections devoted to the major disease processes with 
recognized pathology—anzmic softening, arteriosclerosis, inflammation, in- 
fections, intoxications, injuries, degenerative diseases, tumors, congenital 
malformations. 

The longest section is that dealing with infectious processes, which the 
author divides into six classes: 1. meningoencephalitis; 2. metastatic or 
embolic disseminated encephalitis ; 3. diffuse polioencephalitis, represented by 
general paresis; 4. disseminated polioencephalitis, represented by encephalitis 
lethargica; 5. disseminated encephalitis with demyelinization, represented by 
acute disseminated sclerosis; 6. diffuse perivenous focal encephalitis, e. g., 
following measles. 

Disseminated sclerosis is included under infectious diseases of the nervous 
system, not that this etiology has been established, but because of “ certain 
conformities with the group of encephalitis following the acute infectious 
exanthemata,” and because the histopathology has suggested an infectious 
origin. Among theories of etiology the author mentions the possibility of a 
specific filtrable virus or spirochete, metabolic disturbances, or primary dis- 
ease of the glia. He holds to the specific nature of the disease in view of its 
clinical course and “the uniformity of the histo-pathological reaction with 
primary demyelinization and glia proliferation independent of vascular chan- 
nels.” With regard to this last point T. J. Putnam finds that the microscopic 
plaques of multiple sclerosis “almost invariably surround a small vein”; and 
by experimental obstruction of venules in the dog’s brain he has produced 
lesions which have “such a perfect resemblance to the pathognomic lesions 
of multiple sclerosis that it seems scarcely possible to believe that the same 
histological sequence [1. ¢., initial venule thrombosis] does not occur in the 
latter process also.” It is a subject requiring much more investigation. 

Dr. Weil’s book contains an appendix giving tables of brain weights and 
other data, together with instructions relative to autopsy and the preservation 
of material, with the technique of the principal staining methods. There is 
also a bibliography of the more important monographs on the pathology of the 
nervous system. In a volume of this size it could not be expected that all 
details of every histopathological process should be pictorially represented. 
The 260 engravings do show the essentials however and satisfactorily illus- 
trate the text. 


jn Cemoriam. 


CORNELIUS DEWEESE. 


Dr. Cornelius Deweese, Medical Director of Laurel Sanitarium, 
at Laurel, Maryland, died September 14, 1934, from a cerebral 
hemorrhage with which he had been stricken 24 hours before. 
He had been in poor health for some time but had continued at his 
work. 

Cornelius Deweese was born in Denton, Caroline County, Mary- 
land, July 15, 1875. and received his early education in the public 
schools of Denton. He graduated in 1895 from Jefferson Medical 
College, Philadelphia, and was said to have been the youngest 
man to receive a diploma from that institution. Later he took a 
post-graduate course in medicine at Johns Hopkins University and 
was appointed assistant physician and pathologist at the Maryland 
State Hospital for the Insane at Spring Grove. After serving there 
four years he was appointed assistant pathologist at the Govern- 
metut Hospital for the Insane at Washington, D. C., under the late 
I. W. Blackburn. It is said he opened the experimental laboratory 
an conducted a series of observations of insanity caused by tropical 
diseases as shown by the soldiers and sailors under care. 

In 1905 he, with Dr. Jesse C. Coggins, a former associate at 
Spring Grove, opened the Laurel Sanitarium, where he practiced 
until his death. 

Dr. Deweese was of a genial disposition and had many friends. 
He was also an excellent physician and much interested in his 
speciality. 
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